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Just in Passing — 


iy HE Hotel Dieu 


in Quebec, shown on our cover page, 
is the second oldest surviving hospital 
in North America and like its sister 
hospital in Montreal it owes its exist- 
ence to the zeal and devotion of a 
woman. It was founded in 1639 by the 
Duchess d’Aguillon, niece of Cardinal 
tichelieu, a young widow devoted to 
works of charity and piety. Its origin 
is associated with the history of early 
Jesuits and their efforts to make firm 
foundations for French dominion in 
the infant colony of Canada. The 
fascinating story of these days may 
be read in “The History of Nursing” 
by M. Adelaide Nutting and Lavinia 
L. Dock. Our reproduction shows the 
hospital as it was in 1816. The old 
walls date from 1696. 


V V HAT is a cen- 


tral admitting officer? What does he 
do? What training should he have? 
What kind of office accommodation and 
clerical assistance does he have and 
need? A committee of the University 
of Pennsylvania Hospital staff de- 
cided to look into these questions. By 
means of questionnaires they gathered 
germane data from a group of 48 
other hospitals and then formulated 
a set of pertinent recommendations 
for the guidance of their own institu- 
tion. Next month they will share this 
information with the hospital field. 


‘Tee irrepressible 
Doctor MacLean, lately of Touro In- 
firmary, New Orleans, now succeeding 
Doctor Faxon at Rochester, N. Y., 
will probably be much surprised if he 
turns to the Pennsylvania Medical 
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Journal for July to find that his ar- 
ticle on “Clouds on the Hospital Hori- 
zon” which appeared in The MODERN 
HOsPITAL last February has been ab- 
stracted so copiously as to be almost a 
complete reproduction. Next month he 
is going to tell us how group hospitali- 
zation got under way in New Orleans 
and made creditable progress in spite 
of the large Negro population, the low 
prevailing wage scales, the widespread 
“charity” habit encouraged by the 
state and the natural inertia of a 
Southern climate. This is the first of 
a series of three articles on the New 
Orleans project, which by the way has 
been going considerably longer than 
some others that have been widely 
discussed. 



















Ls YOU know the 
difference between a convalescent and 
a chronic patient? Every once in a 
while we think we have a definition 
that will really define but somebody 
comes along and throws it into a 
cocked hat. However, be that as it 
may, we all know that there are con- 
valescent patients and there are 
chronics. Both need our help. The 
last three issues of this magazine have 
contained material on the chronics 
from various authorities. Next month 
the convalescents have their innings 
in these pages. It is a symposium with 
social work, economics and the hospi- 
tal field all ably represented. 














ie YOU ever get 
lost in the basement of your hospital 
you may find yourself in the room 
where they sharpen surgical instru- 
ments. To the untrained eye it looks 
as though any scissors grinder might 
do the job. But really it is a skilled 
occupation and, correctly done, re- 
quires precision of eye, hand and 
mind. There is a man up at the Mayo 
Clinic named Little who has mastered 
the technique and knows how to tell 
about it. Next month he will show us 
the whole story — at least he will be- 
gin the story by covering the lowly 
scalpel. His article, also, is the first of 
a series. 














UITE a few 
readers have sent us thoughtful com- 
ments in response to the discussion 
about the right name for the nonprof- 
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FIRST GLASS 


THEN TIN... 


COPPER-LINED 
CONTAINERS 


a and experiment are the essen- 
tials of progress. So the dissatisfaction with the 
lack of purity of anesthetic ether led Dr. E. R. 
Squibb to careful experimentation and the de- 
velopment of the first still for the continuous 
steam distillation of ether. 

While the ether he produced was pure, the 
glass container in which it was packaged proved 
unsatisfactory—so tin was tried. Again experi- 


ence showed that pure ether developed alde- 





hydes and peroxides after it was packed in ordi- 
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nary containers. Years of research resulted in the 


development of the patented copper-lined con- 
tainer in which Squibb Ether is now packaged. 
This container definitely prevents the formation 
of oxidation by-products. Squibb Ether is the 
only ether protected by a copper-lined container. 

Squibb Ether has been used in millions of cases. 
Long clinical experience has proven its purity, 
uniformity, safety and economy. 


OTHER SQUIBB ANESTHETICS — Procaine Hydro- 


chloride Crystals, Chloroform. 





E, R. Sourss & Sons, Anesthetic Dept., 
7808 Squibb Building, New York City 


Please send me a copy of your illustrated 
booklet, “‘A Suggested Technique for Ether 
Administration.” 











it, nongovernmental hospitals. So far 
the term “voluntary,” in spite of its 
foreignness on the tongues of most of 
us, seems to be out in the lead. If you 
have an opinion or a suggestion send 
it pronto so we can present it to the 
field in September. 


FLASHES FROM THIS ISSUE: 


“Tt appears ... that a factual cost 
study of various types of menus could 
be profitably initiated by those con- 
cerned in menu planning and the pur- 
chasing of various food supplies for 
hospitals.” Page 102. 


“Hospital morbidity statistics will 
have greater value if some of the in- 
formation can be made available cur- 
rently.” Page 39. 


“Tt seems evident that voluntary 
hospitals have not availed themselves 
of their opportunities in providing for 
the chronic patient of moderate 
means.” Page 53. 


“With the advent of oppressively 
hot weather it should not be necessary 
to make frantic efforts to find and re- 
pair electric fans.” Page 90. 


“In large communities, the ideal ar- 
rangement for public care would be a 
hospital for acute patients accessibly 
located, and a chronic and convales- 
cent hospital placed at the outskirts 
of the city where space is available.” 
Page 54. 


“What do social workers do in tu- 
berculosis institutions?” Page 59. 


“A graduate nurse may be so un- 
familiar with the symptoms of tuber- 
culosis that she may contract it and 
reach an advanced stage of the dis- 
ease before she recognizes her illness.” 
Page 61. 


“Medical men are divided into lib- 
eral and conservative groups, with 
corresponding attitudes toward such 
social measures as health insurance, 
costs of medical care and group pay- 
ment for hospital service.” Page 73. 


“Inasmuch as_ rats, mice, flies, 
roaches and other pests are carriers of 
bacteria, which may cause food poi- 
soning, steps*should be taken for their 
elimination from kitchens and dining 
rooms.” Page 92. 


“The number of hospital beds per 
thousand population to be served will 
be much less in a rural than in an ur- 
ban community because the people and 
the physicians of rural communities 
have not learned to appreciate and 
use hospitals to the same extent as 
their city friends.” Page 56. 
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help assure the purity 


of SQUIBB ETHER 












A portion of the 
condenser sys- 
tem used in the 
manufacture of 
Squibb Ether 


Flee chemicals—original processes— Throughout its manufacture Squibb Ether 
precise controls—distinguishthe production _is in contact only with copper and brass. At 
of Squibb Ether. no time is it exposed to the atmosphere. 


From the beginning Dr. Squibb realized Squibb Ether is therefore as pure when the 


the importance of these essentials. He de- | copper-lined container is opened as when 

signed the still for continuous steam distil- _ it left the plant. 

lation of ether in order to assure a product Squibb Ether is free from aldehydes, per- 

of maximum uniformity. He likewise in- oxides, and other deleterious substances. In 
, sisted upon exacting standards. millions of cases surgeons have found it 


Today the laboratories that bear hisname pure, safe and effective. 






are bound by the tradition of excellence he Other Squibb Anesthetics—Procaine Hy- 






established when he began his work in 1853. drochloride Crystals, Chloroform. 










E. R. Sovisn & Sons, Anesthetic Dept., 
7807a Squibb Building, New York City 






Please send me a copy of your illustrated 


booklet, “‘A Suggested Technique for Ether 
Administration.” 
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and regulation of hospitals through 
higher standards of licensing are ad- 
vocated by Doctor MacEachern in an 
article to appear next month. The find- 
ings of a recent survey are drawn upon 
to show that the majority of states do 
not license hospitals at all, although 
several larger cities have municipal 
regulations. Connecticut, Colorado and 
Oregon stand out as the only three 
states that require licensing of all hos- 
pitals — Connecticut apparently win- 
ning first prize in this connection. 


i those readers 
who would like to offset the seriousness 
of their reading by literature of a much 
lighter mood, we strongly recommend 
“The Funny Bones of the Human 
Head,” a humorous speech delivered at 
a banquet of the Radiological Society 
of North America, at Memphis, Tenn., 
by the Hon. Harvey T. Harrison of 
Little Rock, Ark., and published in 
Radiology for May, 1935. 


FLASHES FROM THIS ISSUE: 


“Why is it that a woman who wili 
study medical case histories for hours 
will shrug her shoulders with disgust 
or impatience when the bookkeeper 
asks her advice or assistance concern- 
ing the same patient’s financial case 
history?” Page 54. 


“Living literally too close to their 
work and in their work, small hospital 
nurses have little time or energy to 
consider their problems.” Page 58. 


“Another traditional misconception 
that must be laid aside before this 
problem can be faced squarely is that 
chronic illness is a matter of age or of 
premature old age.” Page 70. 


“With the present increase in the 
price of silver it begins to become com- 
mercially profitable to salvage it from 
the waste solutions of the x-ray depart- 
ment.” Page 88. 


“Many hospital people are aware of 
the danger of polluting drinking water 
in the pipes by drainage from bottom 
connected instrument or utensil steri- 
lizers or bedpan washers. Not so many, 
it appears, are familiar with the fact 
that when the steam condenses in a 
water sterilizer, the vacuum produced 
may suck sewage into the tank 
through the waste connection.” Page 61. 


“One of the greatest difficulties in 
running an appointment clinic success- 
fully is the matter of broken appoint- 
ments.” Page 68. 


| — control 
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ACCURACY 


& + YOU demand it 
im every phase of your 


hospital work... that 
is why we have made 
THIS NEW 


GARLAND 
Heavy Duty Gas Kange gy 
FULLY : 
AUTOMATIC 







HIS most modern of modern 
i cme IS ACCURATE! Its 
proven, dependable accuracy 
has made it the recent choice of 
scores of America’s finest hospitals. 

The new Garland Fully Auto- 
matic Gas Range, with controls on 
both top and oven, assures accurate temperature for both top and 
oven cooking. 

With all its super-efficient improvements including superior 
insulation, it will reduce gas bills from 25% to 40% over old equip- 
ment. Furthermore, its smooth front and enameled oven linings are 
unusually sanitary and appealing 

If you want ACCURACY, SANITATION and ECONOMY . . 
Investigate the new, Fully Automatic, Heavy Duty GARLAND. 


Gas is the ideal fuel . . . and at its best when used 
with Garland Heavy Duty Appliances. 


Detroit-Michigan Stove Co. 


Detroit, Michigan 
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The Hospital Barometer 







































Revised occupancy figures 1933 1934 | 1935 
from Washington, D. C., show 100 JAN-FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DECUAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DECIJAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOW DEC 
an astonishing drop of nine- 
teen points from February to - . | 
March in governmental hos- GOVERNMENTAL HOSPITALS 
pitals, with an additional de- f 
crease of a little more than ™ 74.8% Normel (1930) Governmental Gleneral Hospitals 
eee er ee | 
and May. As a result the at 
average for the country falls | 62.0% Normal (1930) Non-Government! Generel Hospitely ae 
from 91.8 for February to 60 
88.9 per cent for March, 88.7 out™, ii 
per cent for April, and 87.9 re hc ne at ENUOSPITA . 








per cent for May, (just a little 
more than one point below the 
figure for May, 1934). Non- 
governmental hospitals show practically no change for 
May from April’s revised figures, maintaining an increase 
over 1934 of about four points. 

Hospital building suffered a decided slump, the total 
reported costs falling from more than three million dollars 
for new projects in May to $597,000 for the period of May 
20 to June 17. Of this amount, $442,000 is allocated to 
seven new hospitals, $120,000 to four of six reported addi- 
tions to hospitals, and $35,000 to alterations. While June 
of 1934 showed a decline from May, 1934, it was not nearly 
as great as that indicated here. 

Beginning with the week ended May 18, petroleum re- 
fining, coal output (affected by the threatened strike in the 
bituminous field) and railroad loadings have enjoyed a 
fairly steady rise, with a slight seasonal drop at Memorial 
Day, according to the weekly reports of the New York 
Journal of Commerce. Activity in the automotive industry 
has wavered from week to week, with the report for the 
first week of June showing an increase over the preceding 
week. The same week saw a marked increase in railroad 
loadings, due in part to heavy coal shipments, and a greater 
electric output than has been reported for the correspond- 
ing week in any earlier year. Uncertainty concerning the 
AAA and the probability of large yields for 1935 sent grain 
prices down, but rising prices of beef and pork held up the 


general food indexes. Continued cool weather has retarded 
retail sales. 

Average wholesale prices, as indicated by the weekly 
commodity index of the Journal of Commerce receded from 
79.8 on May 25 to 79.0 on June 1, rose to 79.6 on June 8, and 
dropped back to 78.2 on June 15. Grain dropped from 82.1 
to 76.2, food from 82.8 to 78.7. The textile index showed 
only a slight drop, going from 62.4 to 62.0, fuel stood steady 
at 79.5, and building materials increased from 90.2 to 92.0. 
The advance in the price index of drugs and fine chemicals 
as reported by the Oil, Paint, and Drug Reporter for May, 
has been lost, and June 24 finds it at 189.2, only slightly 
above the 189.1 reported for April 22. It is still approxi- 
mately 4 points above the index for the same week a year 
ago. 

The following number of cases of communicable diseases 
are reported by the U. S. Public Health Service for the four 
weeks ending June 8: diphtheria, 1,797; influenza, 2,353; 
measles, 100,344, meningococcus meningitis, 639; polio- 
myelitis, 158; scarlet fever, 24,153; smallpox, 760; typhoid, 
852. Influenza, diphtheria and measles show slight in- 
creases over 1934, typhoid a slight decrease, and smallpox a 
fairly great increase. Poliomyelitis shows an incidence of 
only about 25 per cent that reported last year, while menin- 
gococcus meningitis has increased 350 per cent. 








OCCUPANCY FIGURES OF HOSPITALS IN VARIOUS STATES AND CITIES 
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Hospitals! 1934 19385 
Type and Place Hospitals Beds? May | June} July | Aug. | Sept. | Oct. | Nov. | Dec. | Jan. Feb. March April| May 
Nongovernmental | 
New York City’........ 68 15,194 75.0 | 75.0*| 66.0 | 62.0 | 61.0 | 66.0 | 68.0 | 66.0 | 70.0 | 72.0 74.0 70.0 70.0* 
NOW FORGCF. «<6 cee ces 58 9,772 68.0 | 61.0 | 61.0 | 59.0 | 58.0 | 60.0 | 61.0 | 58.0 | 62.0 | 65.0 66.0 65.0 | 65.0* 
Washington, D.C...... 9 1,782 62.8 | 62.8 | 58.4 | 59.3 | 60.7 | 65.4 | 65.3 | 61.8 | 72.0 | 71.8 | 70.5 69.8 | 68.7 
N. and S. Carolina...... 100 5,865 59.6 | 62.1 | 62.6 | 62.3 | 60.9 | 61.1 | 60.9 | 56.8 | 60.6 | 63.1 64.9 | 62.3 | 64.5 
WOW OFIGONS. «6 .0:0:0:0 6:00 7 1,198 43.2 | 48.4 | 43.3 | 52.1 | 49.5 | 49.5 | 47.7 | 44.9 | 47.7 | 49.5 50.1 | 46.8 50.9 
San Francisco.......... 16 2,954 60.3 58.1 | 56.8 | 56.9 | 60.8 | 64.2 | 63.2 | 62.0 | 65.5 68.2 67.4 | 69.5 | 69.5* 
eee 6 912 47.3 | 49.1 | 44.9 | 45.7 | 43.4 | 39.1 | 45.8 | 45.8 | 41.5 | 53.6 | 55.9 | 52.3 48.8 
ME onici¢-0%caiets eo'wie'er 25 6,300 56.5 | 57.7 | 57.3 |] 59.3 | 55.6 | 56.9 | 57.9 | 54.5 | 57.4 | 57.3 | 61.9 | 58.8 | 55.9 
9 Se ee 6 1,221 59.9 | 61.3 | 60.0 | 58.4 | 56.7 | 57.8 | 57.7 | 56.5 | 61.9 | 62.0 | 62.0 63.6 | 66.4 
SRS s5aes oie alee ecerersess 295 45,198 58.6 | 59.5*] 56.8 | 57.2 | 56.3 | 57.7 | 58.6 | 56.3 | 59.8 | 62.5 | 63.6 | 62.1 | 62.2* 
Governmental | 
New York City......... 16 11,615 101.9 | 93.7 | 91.3 | 89.5 | 88.3 | 89.4 | 91.0 | 92.9 | 96.7 [100.6 103.2 104.6 |105.6 
ON a 6 2,122 90.0 | 86.0 | 85.0 | 80.0 | 80.0 | 83.0 | 81.0 | 78.0 | 86.0 | 86.0 | 84.0 | 85.0 | 85.0* 
Washington, D.C...... 2 1,076 84.7 | 84.7 | 79.0 | 80.2 | 81.7 | 78.1 | 84.8 | 77.6 | 86.6 | 95.5 | 76.3 | 72.7 | 69.4 
N. and S. Carolina..... 12 1,241 64.5 | 69.4 | 70.6 | 66.9 | 64.0 | 67.0 | 68.3 | 64.7 | 65.4 | 65.7 | 68.5 | 65.8 | 68.3 
New Orleans........... 2 2,227 127.1 |137.9 |148.7 152.4 |148.0 [129.3 |131.6 [130.5 |144.9 |145.4 130.4 130.8 |132.8 
San Francisco ........ 3 2,315 80.7 | 77.7 | 76.4 | 77.9 | 74.4 | 72.7 | 78.1.) 74.2 | 77.4 | 79.1 | 77.1 | 80.3 | 80.3* 
See 1 1,050 76.1 | 73.2 | 69.0 | 68.0 | 67.3 | 66.8 | G8:5-] 68:8 | 74.4 | 78.7 77.8 | 75.8 | 75.2 
OS rr re 1 3,390 91.1 | 87.5 | 84.8 | 83.7 | 83.1 | 84.8 | 87.0 | 84.7 | 89.0 | 83.4 | 93.9 | 84.2 | 86.3 
RE ET EE 43 6 8 3 9 9 .3 9 A 8 8.9 





















































1Insofar as possible hospitals for tuberculous and mental patients are excluded as well as hospital departments of jails and other institutions. The 


census data are for the most recent month. 2Including bassinets, in most instances. #Includes only general hospitals. ‘The occupancy totals are unweighted 


averages. These averages are used in the chart above. *Preliminary report. 
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Compiling Morbidity Statistics 
A Fertile Field for Hospital Executives 
By CHARLES F. BOLDUAN, MLD. 


Director, Bureau of Health Education, Department of Health, New York City 


est in efficient management. A new proce- 

dure adopted in one hospital is eagerly 
studied by the directors of others. Its cost and 
efficiency are analyzed and evaluated through an 
adequate system of cost accounting which makes 
possible a comparison of the work of different in- 
stitutions. These systems entail an outlay for 
statistical records but all administrators agree that 
they are a profitable investment. 

Since the prime function of hospitals is the treat- 
ment and care of the sick, it may be wondered why 
similar comparisons of the methods of treatment 
in different institutions have not generally been 
adopted. Is it because the business administrator 
of the hospital has been more alive to his responsi- 
bilities than the medical board? Anyone familiar 
with some of the able and devoted physicians and 
surgeons serving on medical boards of prominent 
hospitals will reject such an assumption. The 
annual reports formerly so generally published by 
hospitals throughout the country giving detailed 
statistics regarding the patients treated, were at- 
tempts to supply the necessary basic information 
as to the results of treatment. Unfortunately, the 
form in which this information was given made it 
practically useless for comparative purposes. 


H sxinen administrators take a keen inter- 





An early attempt to achieve comparability of 
hospital morbidity statistics was made at Bellevue 
Hospital, New York City, by a committee of which 
the late Dr. Robert J. Carlisle was chairman. This 
committee sought the solution of the problem by 
the preparation of a system of nomenclature for 
disease. The resulting “Bellevue Nomenclature” 
brought some degree of order. In a way, it at- 
tempted to supply to morbidity statistics what the 
“International Classification of the Causes of 
Death” had just supplied to mortality statistics. A 
consideration of the work of these pioneers in the 
nomenclature of disease is convincing evidence of 
the appreciation by doctors of the value of and need 
for comparable morbidity statistics. 

Twenty-five years ago, as assistant to that out- 
standing leader in public health administration, 
Dr. Hermann M. Biggs, I took up the study of 
hospital morbidity statistics. Impressed by the 
enormous amount of valuable information which 
was obtainable from them, I sought to utilize mor- 
bidity statistics as mortality statistics had been 
used. A third revised edition of the “Bellevue 
Nomenclature” appeared in 1911 and furnished 
an excellent basis for the development of a practi- 
cable procedure, but I was soon convinced by 
superintendents and medical boards that there was 


little likelihood of the general adoption in the near 
future of any uniform system of nomenclature of 
disease. 

In 1913 I published a plan for the collection and 
analysis of comparable hospital morbidity statis- 
tics which made it unnecessary for a hospital to 
adopt any particular system of nomenclature of 
disease. This plan, described here, was officially 
endorsed by such bodies as the American Hospital 
Association, the New York Hospital Conference, 
the American Public Health Association, the 
American Statistical Association and the public 
health committee of the New York Academy of 
Medicine. It may be added that this plan was suc- 
cessfully utilized in 1923 by the hospital informa- 
tion service of the New York Academy of Medicine 
in a sampling survey of 21,000 hospital patients in 
six hospitals in New York City. It is now being 
used in a survey covering over 500,000 patients 
treated in 108 hospitals in that city during 1933. 

It has already been pointed out that this plan 
does not impose on the hospital the adoption of any 
particular nomenclature of disease. There are, to 
be sure, excellent reasons why the more general 
adoption of a uniform nomenclature is desirable, 
but valuable comparable morbidity statistics will 
be yielded through this system no matter what 
designation is used for a disease, so long as it de- 
scribes the condition with reasonable accuracy and 
completeness. This point cannot be emphasized too 


strongly, for the difficulty of securing the general 
adoption of some particular nomenclature by va- 
rious hospitals has heretofore been the great ob- 
stacle in the preparation of comparable morbidity 
statistics. 


Classifying Morbidity Statistics 


The average practicing physician who signs a 
death certificate does not worry about the exact 
designation of the cause of death in the Interna- 
tional Classification. He may ascribe the death to 
“typhoid fever” or to “gastric fever” or to “typhus 
abdominalis.””’ No matter which of these designa- 
tions he uses, the death will be classified by the 
department of health under “typhoid fever.” In 
like manner he may use the terms “phthisis pul- 
monalis” or “consumption” or “hectic fever with 
pulmonary hemorrhage,” and yet the death will be 
listed as “pulmonary tuberculosis.” The fact is 
that all these death certificates pass through the 
hands of an editor, who, familiar with the “Inter- 
national Classification of Causes of Deaths,’ knows 
how the particular death should be coded. 

Morbidity statistics, too, can be uniformly classi- 
fied, provided only that sufficient information is 
given on which to base a decision, and some ac- 
ceptable nomenclature of disease is adopted by the 


central statistical office, which may be the depart- 
ment of health or the department of hospitals. 
The basis of the plan is the “discharge certifi- 
cate,” a form of report similar to the standard 
certificate of death. These discharge certificates 
would be supplied to all cooperating hospitals, one 
would be filled out, signed and sent by the hospital 
to the central recording bureau for each patient 
discharged. The accompanying table shows the 
data that would be supplied on such a certificate. 


Little Clerical Work Involved 


It will be noted that discharge certificates do not 
give the patient’s name. They ask for the ordinary 
data concerning sex, age, race, nationality, social 
condition, occupation and residence of the patient, 
and then certain data pertaining to the patient’s 
admission, stay in, and discharge from the hospital, 
the disease and its complications. So far as the 
discharging hospital is concerned, the amount of 
clerical work involved in properly filling out these 
certificates will not be large considering the value 
of the information obtained. 

At the central recording bureau each certificate 
is classified according to the standard nomencla- 
ture,: by a trained physician registrar. It then 
passes to a tabulating clerk who transfers, by 
means of punch holes, all the information on each 
certificate to a correspondingly numbered tabulat- 
ing card. These cards are specially prepared to fit 
machines which sort and count the cards into any 
desired groups. 

It is clear that the information given on the dis- 
charge certificate is valuable both to the hospital 
administrator and to the community at large. As 
examples of tabulations which would be of special 
interest, the following may be cited. 

The tabulation of cases of inguinal hernia might 
show that in Hospital A the average length of stay 
is twelve days; in Hospital B it is eighteen days. 
If the results obtained in Hospital A are fully as 
good as those in Hospital B, a change in methods 
might enable the iatter to reduce its hospital stay 
for these cases. A similar comparison in other dis- 
eases might lead a hospital to abandon a certain 
type of operative or medical treatment and so im- 
prove its case fatality rate. 

The tabulation of cases of childbirth might show 
that in Hospital A, out of 500 mothers delivered, 
three died; while in Hospital B there were four 
deaths though only 200 mothers were confined. An 
inquiry as to the reason for the difference would 
at once be indicated. 

From the community standpoint, a large city 
would be interested in the fact that certain hospi- 
~~ aThe Standard Classified Nomenclature of Disease compiled by the 


National Conference. Other generally accepted nomenclatures may serve 
equally well. 
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tals in one section care 
for a considerable num- 
ber of patients residing in 


Name of hospital................ 


DISCHARGE CERTIFICATE 


Hospital admission No................................ 








é H dmitted— A 
other sections. An anal- oo ee — Sex ge 
sis of this, by disease own application White Hebrew 
y - » OY d or Colored Gentile 
might disclose that some (Tabulation transfer from Mongolian 
particular service ren- No.) other hospital. 


dered in the former dis- 
trict is not available in 
other sections. 

Hospital administra- 
tors and municipal gov- 
ernment _ authorities 
would find this informa- 
tion of value when plan- 
ning their activities for a 
city. Similarly, a tabula- 
tion by a state clearing 
house might indicate the 
lack of medical or surgi- 
cal facilities in some sec- 
tion of the state. 

Health authorities and 
other students of disease 
would be greatly inter- 
ested in tabulations of 
disease by nationality and 
occupation. Such aaaly- 
ses might disclose impor- 


only years and months.) 





Patient’s address ................ 


Date admitted ...................... 
Date discharged .................. 


Days in hospital................... 
day 
(If over a year, omit the days and give 


Occupation—(a) Trade, profession, or particular kind of work. 


(b) General nature of the industry, business or establishment in which 
employed (or employer) 


Diagnosis and complications—(Please give details regarding anatomical site, nature 
of infecting organism if possible, nature of injury if any, and any other pertinent 
data which will help in classification of this condition.) 

If operated upon, state nature of operation 


Condition on discharge: Cured. Improved. Unimproved. 


(If there was an autopsy, please give essential features of the findings so as to help 
assign this death to its proper cause.) 


A ag ' 


Single or married or widowed or divorced 
or unknown. 





Discharged to— 
Home 
Other hospital 
Convalescent retreat 
Coroner 





Died — Autopsy 
No autopsy 





House Physician — Surgeon | 





tant correlations which 
cannot be discovered by a study of mortality 
statistics. They would also furnish a picture of the 
prevalence of certain important diseases and per- 
haps enable authorities to organize preventive 
measures. 

A study of the residence of hospital patients by 
health areas would give information regarding 
hospital needs in particular sections of the city; 
analysis of the seasonal load of hospitals, by dis- 
ease, would help hospital authorities to plan in 
advance for sufficient bed capacity, while analysis 
of the patient days in various hospitals, by disease, 
would help to show what type of special institution, 
(for example, chronic diseases, or convalescent 
home) is needed and where it should be located. 

Health officers know by experience that current 
tabulations and analyses of vital statistics are of 
special value, in fact, for certain conditions, they 
are almost indispensable to effective health ad- 
ministration. While it may be of historical interest 
to know that during the preceding year a city had 
some given number of cases and deaths of typhoid 
fever, or diphtheria, what the health officer really 
needs to know is the number of cases occurring in 
his community last week. 

Hospital morbidity statistics will likewise have 
greater value if some of the information can be 
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made available currently. Without a central clear- 
ing house this would be a hopeless undertaking, but 
with the continuous filing of discharge certificates 
by the hospitals it is comparatively simple for a 
central clearing office to prepare weekly tabulations 
and keep the authorities informed regarding the 
prevalence of disease in the community. These 
weekly tabulations would concern themselves only 
with the more important conditions, just as in the 
tabulation of mortality statistics health officials 
make use of an abridged list of causes of death for 
their weekly reports, employing the full list only 
in the annual tabulation. 

Inasmuch as the central clearing house contem- 
plated in this plan has no administrative functions, 
but is purely a means of collecting information, it 
need not necessarily be lodged in a municipal de- 
partment. In some communities it might be wholly 
a cooperative activity operated and financed by a 
group of hospitals or by the community chest. On 
the other hand it would be advantageous as an 
activity of the statistical bureau of the local health 
department where trained personnel and expert 
supervision will be readily available. The cost of 
collecting and tabulating hospital morbidity sta- 
tistics may properly be regarded as a legitimate 
charge to be borne by the municipality. 





What Others Are Doing 


Special Hospital Section 
Lets the Public Know 


The feature sections of local news- 
papers have served as effective publi- 
cists on many different occasions. Why 
not, therefore, adapt them to the par- 
ticular needs of the hospital? 

This question was duly considered 
by Louis H. Putnam, superintendent 
of the Staten Island Hospital, Staten 
Island, N. Y., and his associates in 
preparing plans for the celebration of 
National Hospital Day and Mothers’ 
Day. Mr. Putnam is among those who 
feel strongly that hospitals “need to 
let the public know.” “Churches place 
their work before the public,” he con- 
tends. “Other service organizations 
and concerns do likewise, and it seems 
to me that the fourth largest industry 
in the United States needs to let the 
citizenry know what it is doing, why 
it is doing it, how it is being done and 
how much more could be done, if 
proper support were given.” 

It was agreed, therefore, that the 
Staten Island Hospital should carry 
its story into as many homes as pos- 
sible through the medium of a feature 
section in the Staten Island Advance 
to be published on Saturday preceding 
National Hospital Day and Mothers’ 
Day. This six-page section, presenting 
a comprehensive and detailed descrip- 
tive illustrated report of practically 
every activity of the hospital, was 
bought from the paper at a cost of 
approximately $1,000. The hospital 
handled the advertising, contacting all 
prospective advertisers. 

“We bought the space outright,” 
Mr. Putnam explains, “and no scheme 
or advertising plan which might have 
caused some misunderstanding or un- 

pleasantness was considered. 

' “The paper claims a reading public 
of 125,000. If we discount this even 
90 per cent, we still have a reading 
public of over 12,500. From a finan- 
cial standpoint, the entire job was 
more than worth while due to the fact 
that the entire cost of the feature 
section was practically covered by in- 
come received from advertising.” 

Aside from its value in carrying the 
message of the hospital into some 27,- 
557 homes in the community, the very 
fact that it was a cooperative move- 
ment aroused personal interest in each 
member of the personnel. Many mem- 
bers of the hospital staff contributed 
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in the form of ideas, suggestions, 
much extra work and personal assist- 
ance. As cooperative as were those on 
the staff prior to the preparation of 
the feature section, Mr. Putnam finds 
that practically all employees includ- 
ing repair men, porters, laundry men, 
are now taking even a greater pride 
in their work than before, and it is 
plain to see that they feel that the 
ironing of a sheet smoothly instead of 
with creases is a contributory part to 
the well-being of the patient. 

This striking publicity plan, coupled 
with invitations to attend the celebra- 
tion of National Hospital Day, re- 
sulted in 1,000 people making a com- 
plete tour of the hospital, trips being 
made in parties of ten to fifteen each 
and occupying approximately forty- 
five minutes. Of this number, 784 were 
classified as “new people,” that is, per- 
sons not recognized by members of the 
staff as former patients, their rela- 
tives or friends. 


Aerial Tribute to Patient 
Makes Headlines 


Every care is taken to protect pa- 
tients at the Orange Memorial Hospi- 
tal, Orange, N. J., from undesirable 
publicity. Sensational stories centered 
about victims brought into the acci- 
dent ward, for example, are regarded 
frequently as unfair to them and of 
little value as advertising to the hos- 
pital. 

When it became known, however, 
that a patient in the maternity pavil- 
ion, a licensed air pilot, was to be 
paid an aerial tribute by her husband 
and several flying friends, steps were 
taken to feature the event. Conse- 
quently, everything was in readiness 
including an array of newspaper men 
when five planes led by a small white 
single seater staged an aerial circus 
over the hospital. The airmen flew 
high and dipped low and performed 
skillful aerial acrobatics while eighty 
patients watched from the roof gar- 
den. To aid the fiyers who had 
planned to drop a note, a big letter 
“M” twelve feet long and six feet wide 
had been placed on the roof, but high 
winds prevented the delivery of the 
message. After the show, some of the 
flyers visited the patient. 

Many local papers and several of 
the New York dailies carried stories 





of the event. “Owing to the novelty 
of this relatively minor incident, 
which fortunately we knew of two 
days before, we got nine notices, to- 
taling sixty column inches in six 
newspapers, including three in New 
York dailies, with two good pictures,” 
explains F. Stanley Howe, director. 
“One of our maternity patients told 
me that she had had three letters from 
friends all enclosing clippings. Our 
primary reason for emphasizing this 
incident was to call attention to our 
detached maternity pavilion, a feature 
upon which we lay much stress. We 
did not get this publicity, however, 
without considerable effort.” 


Sometimes It Pays to “Kid 
Them Along” 


Grant County Hospital, Marion, 
Ind., has been conducting an antinoise 
campaign directed in the main at the 
members of the staff who it has been 
noted are responsible for much un- 
necessary din. The subject had been 
called to their attention in various 
ways and particularly by a notice on 
the blackboard pointing out the staff’s 
relation to the noise problem. This 
brought forth several “come backs” 
of interest, and as a reply Dr. E. O. 
Harrold, the president of the hospi- 
tal’s board of directors, had the fol- 
lowing notice posted: 


GRANT COUNTY HOSPITAL SPORTING 
EVENTS 


Doctors’ Day 


There is nothing new about these 
events except that never before has 
the hospital tried to organize and 
standardize them so that prizes could 
be awarded to deserving winners. 

First. A doctors’ hog-calling con- 
test will be held in the first floor hall 
of the hospital June the 32nd from 
8:30 to 12 a.m. If this event clicks 
it will be repeated at midnight of the 
same day. The patients thrive on all 
sorts of noise so this should be made 
a booming success. Chief of Police 
Brandon will hand out the prizes. 

Second. A twenty-yard hurdle hand- 
icap race will be held in the second 
floor hall close to the sickest patients. 
All contestants must wear hob-nailed 
shoes in this race. The patients have 
asked for this type of race. Sheriff 
Wells will hand out the prizes. 

Third. An endurance professional 
conference will be conducted according 
to Marathon rules in the third floor 
hall. The producer of the loudest and 
longest bunch of professional hooey 
will be declared winner of this con- 
test and guaranteed an introduction 
to Senator Huey Long, the world’s 
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noisiest disturber and our patron 
saint. 

Wise and/or funny suggestions for 
the improvement of these great sport- 
ing contests will be welcome on the 
blackboard. 

Contests next week will be between 
nurses and other employees. 

NOISE IS THE LANGUAGE OF THE 

IMMATURE 

As Doctor Harrold is not only presi- 
dent of the board but an active mem- 
ber of the staff, he is in a position to 
do a little “kidding” on the subject 
that staff members might not like if 
it came from a lay source. The notice 
has aroused interest in noise preven- 
tion. 


Safeguarding Patients With 
Head Injuries 


The skulls of all patients with head 
injuries who come to the emergency 
department of St. Luke’s Hospital, 
Cleveland, are radiographed. The 
value of this procedure has been re- 
peatedly demonstrated by the fact that 
a number of fractures have been dis- 
covered by this means where serious 
injuries were not suspected because of 
the absence of symptoms. 

How this practice came to be adopted 
is told as follows by C. S. Woods, su- 
perintendent: 

“Years ago a young man came to 
our emergency department suffering 
from a slight head injury. He was 
given first aid and sent home. He died 
on the street. He had a skull fracture. 
A rule is now in force in this hospital 
requiring that all persons with head 
injuries be sent to the x-ray depart- 
ment, which maintains a twenty-four- 
hour service. This of course increases 
the number of x-ray examinations and 
also the cost of caring for the patient. 
More than twice as many films must 
be taken and the cost is in proportion, 
but it is not possible to detect a slight 
fracture by physical examination, and 
the x-ray has revealed a number of 
skull fractures which could not possibly 
have been discovered otherwise.” 

Mr. Woods feels that the increased 
cost is entirely justified by the benefits 
that result. 


Improving the Relationship of 
Medical and Lay Staffs 


A perplexing problem of the mod- 
ern hospital concerns the relationship 
of the medical staff to the board of di- 
rectors and administration. In some 
hospitals the medical staff is predom- 
inant; in others it is all but ignored. 
In an attempt to develop a satisfactory 
arrangement, one of the large Middle 
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West hospitals has just adopted the 
following plan: 

A committee to be known as the con- 
ference committee will be formed, 
consisting of the staff and intern com- 
mittee of the board of directors and 
the president of the hospital, making 
a total of seven lay members, together 
with the president of the medical staff 
and the six most recently available ex- 
presidents. Under the by-laws of the 
hospital, the president of the medical 
staff serves not more than two con- 
secutive terms of one year each which 
permits of a rather rapid succession. 

This plan might be objected to on 
the ground that medical representation 
is from the “elder statesmen” but in- 
asmuch as there is an age limit of sixty 
years of active service in this particu- 
lar hospital, it works out that the presi- 
dents are all comparatively young men. 
Because of certain constitutional lim- 
itations imposed in the by-laws of the 
hospital which is adopting this ar- 
rangement, the plan will not become 
effective until January first of next 
year. 


Hospitality Shop Pays a Profit 


A comparatively recent activity of 
the women’s auxiliary board of Moun- 
tainside Hospital, Montclair, N. J., 
and from all indications a particu- 
larly successful one is the hospitality 
shop. This shop provides soft drinks, 
sandwiches, salads, ice cream, soups 
and desserts, as well as practically 
everything which patients and their 
friends ask for: bed garments, toys, 
toilet articles, bric-a-brac, birthday 
and other cards, games, puzzles, flow- 
ers, books and magazines. A _ tray 
service to wards and rooms is main- 
tained. Also every evening two junior 
league girls take sandwiches, drinks, 
ice cream and candies to the nurses’ 
home, calling at individual rooms. 
This service is very popular with the 
nurses. 

Its location is in a room about 18 
by 20 feet, with a glassed-in outside 
porch 8 by 24 feet. The counter seats 
about eight people and the tables seat 
twenty. 

The hospital provides this space, but 
the women’s auxiliary board financed 
the construction of the shop and its 
equipment and pays the hospital for 
everything it receives through the di- 


etary or other departments. The shop 
is maintained with one paid day 
worker, one night worker and volun- 
teer workers. It is open from 9 a.m. 
until 10 p.m. and on Sunday in the 
afternoon only. The Sunday after- 
noon service does not pay expenses, 
but it was requested by friends of the 
patients and the hospital personnel. 

In the six months that the shop has 
been in operation it has paid a sub- 
stantial profit, according to Dr. 
Charles H. Young, director, but he 
adds, “If it was operated without 
profit, we should still be unqualifiedly 
in favor of keeping it because we con- 
sider it the best publicity possible. It 
has done more than anything else to 
create good will and friendliness 
among our personnel, nurses, staff, 
patients and visitors. 

“The question of establishing a shop 
of this kind was brought up several 
times during the past few years be- 
fore it was proposed as an activity of 
the women’s auxiliary. The attitude 
of our board of trustees was that the 
hospital could not enter into such an 
enterprise but that the auxiliary could 
if it became responsible for its fi- 
nances and its management, the profits 
to be used wholly for charitable pur- 
poses. Some fears of unfavorable com- 
plications and criticisms were ex- 
pressed, none of which has been real- 
ized.” 


Annual Banquet Promotes 
Understanding 


As a means of generating good will 
among employees and arousing more 
intelligent interest among hospital 
trustees, R. A. Nettleton, superintend- 
ent, Iowa Methodist Hospital, Des 
Moines, holds an annual banquet for 
his trustees and department heads. 

At this banquet, the president of the 
board introduces each board member 
to the department heads and the su- 
perintendent introduces each depart- 
ment head to the board. 

Short talks telling about the work 
and problems of each department are 
made following these introductions. 
The result is a better feeling among 
department heads and a clearer reali- 
zation on the part of trustees of the 
actual administrative workings of the 
hospital. 


Probably you can think of one or more practical ways to 
save time or increase efficiency. T he Modern Hosprtal 
will welcome your ideas to put before other hospitals 





has been operating marine hospitals there 

naturally has been a great diversity in 
architecture in hospital construction. From 1799 
up to the 1870’s the construction was of a substan- 
tial character, either stone or brick, and generally 
the building was a block type. 

Beginning with the discoveries of Pasteur, 
Koch, Lister and their contemporaries, and with 
the development of the germ theory as the cause 
of communicable infections, hospital builders ap- 
pear to have reached the conclusion that hospital 
wards would eventually become so contaminated 
as to preclude their continued use and that they 
should accordingly at such time be destroyed. 

As a consequence a number of marine hospitals 
erected during that period were of the pavilion 
type — inexpensive frame buildings, architectural 
nightmares that were expensive both to maintain 
and to operate. Notable among these monuments 
to a misbegotten conception of sanitation were the 
marine hospitals at Baltimore, San Francisco, 
New Orleans and several others at inland river 
ports. Erected for temporary occupancy, these 
flimsy buildings were continued in use for a num- 
ber of years, and seemed destined to remain 
indefinitely until in 1927, largely through the 
energetic efforts of Surgeon General Hugh S. 
Cumming, Congress provided funds for modern 


D URING the 135 years that the government 





structures to replace these temporary buildings 
and to build hospitals at other ports that had for 
long years been without much needed hospital 
facilities. 

As a result, new marine hospitals have been 
established within the past five years, or are in the 
process of construction, at Seattle, Wash., and San 
Francisco on the West Coast; New Orleans, Gal- 
veston, Tex., and Mobile, Ala., on the Gulf; Nor- 
folk, Va., Baltimore and New York City on the 
Atlantic Seaboard, and Cleveland, Detroit and 
Chicago on the Great Lakes. 

These government hospitals care for a totally 
different type of patient from that found in most 
civilian hospitals, in that seamen live in a wholly 
different atmosphere on board ship than does the 
landsman. They have no privacy nor do they crave 
it. They are accustomed to foc’s’le life, and all that 
it connotes ; they prefer hospitalization in an open 
ward and dislike single rooms. I have made it a 
practice to discipline fractious and unruly bed con- 
fined patients by transferring them to single 
rooms. Without exception they regard this as pun- 
ishment and abhor the isolation. 

This comment is made in recognition of the fact 
that the trend in recent years has been away from 
wards toward rooms — single or double, or cubi- 
cles, predicated on the assumption that all patients 
prefer privacy when available — a theory that is 
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Cost, Compact in Design 


By R. H. CREEL, M.D. 


Medical Director, U. S. Marine Hospital, Baltimore 


by no means true. Since prolonged experience has 
demonstrated that our patients do well in wards, 
the greater proportion of beds in marine hospitals 
are so allocated. A few single and double rooms 
are provided for women, officers and those patients 
who by reason of temperament or disposition do 
better in an atmosphere of privacy. 

Under this condition of affairs marine hospitals 
probably cost substantially less than most civilian 
hospitals of similar bed capacity. The cost per 
cubic foot of the Baltimore Marine Hospital, Balti- 
more, exclusive of the architect’s compensation, 
was slightly less than 35 cents. This figure includes 
all fixed equipment, x-ray apparatus, 
surgical lights, dental chairs and cab- 
inets, in fact all furniture in the den- 
tal clinic, equipment in the laundry, 
garage and power house, and likewise 
many articles, such as potato peelers, 
slicers, toasters, mixers and many 
similar items not generally classified 
as fixed equipment. 

The cost per bed was $4,100, but 
this includes construction cost and all 
fixed equipment and furnishings for 
the hospital building proper, which 
has a capacity of 375 beds; the power 
house, laundry and garage; residence 
for the medical officer in charge; two 
double sets of quarters for four junior 
medical officers; one eight-apartment 
building for junior medical officers; a 
nurses’ home consisting of forty-seven 
rooms for staff nurses, and three 
suites, one each for the chief nurse, 
the chief dietitian and the chief aid; 
a building for other employees, hav- 
ing a capacity of forty-eight single 
rooms and nine double rooms. 

Modern hospitals are necessarily a 
compromise in design. Compactness 


On the third floor central wing are 
four main operating rooms, with 
wash-up facilities. Arrangements 
are under way for installing air con- 
ditioning equipment in these rooms. 
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with the consequent saving of ad- 
ministrative effort is of prime im- 
portance, but if carried to extreme 
it results in cramped quarters and 
poor ventilation and illumination. 
On the other hand, too great an 
emphasis on these factors of venti- 
lation and sunlight exposure may 
well result in a rambling structure, 
dissipative of administrative ef- 
fort and productive of excess floor space. 

The design selected for the Baltimore Marine 
Hospital was that of a “T,’’ with the ends drawn 
back and prolonged, constituting the two lateral 
wings, and with the main stem expanded at the 
foot. As seen from the front view the building 
rises 90 feet to the top roof, and including the cen- 
tral tower, which houses the elevator machinery 
room, it reaches 146 feet above the ground level. 
The dimensions across the front are 304 feet, with 
the wings extending 111 feet to the rear and the 
central wing 167 feet. 

The Georgian style of architecture was generally 








The greater proportion of the beds are in wards as is usual in marine 
hospitals. All beds have adequate reading lights and radio head phones. 


followed, the main building having a dark granite 
base with rusticated limestone courses between the 
first and second floors. The other exterior facing 
is of sand finish, red colonial brick, with a full 
range of color, with limestone trim. Black granite 
was used at the three main entrance doorways, 
with bronze exterior bracket lamps. 

The interior of the main building is typical hos- 
pital finish, rooms generally having a flush metal 
base with linoleum floor covering and cement 
border. The corridors have alternate black and 
grey rubber tile flooring, flush metal base and a 
four-and-one-half-foot cement wainscot flush with 
the plaster wall above. The flooring of the labora- 
tories is of terrazzo, and the kitchens, bathrooms, 
toilets, utility rooms and operating suite have 
flooring of grey ceramic tiling, with tiling wainscot 
extending upward five feet. 

The entrance vestibule and main lobby have 
special architectural treatments, using marble for 
flooring, ornamental plaster cornices, wood wain- 
scoting, plaster panels and bronze grille work. 

On the first floor is the 
purely administrative 
section, including the 
staff room and library, 
and those activities that 
largely serve out-pa- 
tients; this is in order to 
minimize disturbance of 
hospital routine from 
that source. The phar- 
macy; clinical labora- 





tory; dental clinic; eye, rw game st 
ear, nose and throat de- 


partment; x-ray and physiotherapy departments, 
are all easily accessible from the hospital entrance. 

Also on the first floor and at the rear are cold 
storage compartments, facilities for the reception 
and storage of subsistence supplies, a refrigerated 
room for temporary storage of garbage and like- 
wise a room for washing and steaming garbage 
cans. All food — meats, fish, fruits and vegetables 
—is prepared on this floor and thence transferred 
to the kitchen on the second floor. 

Treatment of the x-ray department deserves 
special mention because of its compactness. There 
is a continuous interior passageway from one end 
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purely administrative 
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_ staff room and library 
and all activities con- 
nected with out-pa- 
tients. The storage fa- 
cilities are also here. 
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to the other; thus many steps are saved the oper- 
ating personnel. This department as planned is 
sufficiently compact to enable one technician, a 
half-time roentgenologist and a part-time orderly 
to do all the work. On an average this x-ray force 
handles sixteen patients daily, makes fifty expo- 
sures, exclusive of fluoroscopy, and in addition the 
technician makes all electrocardiograms, about 
two hundred yearly. Compactness and convenient 
arrangement are obviously prerequisite if such a 
small force is to accomplish the work. Adjoining 
the fluoroscopic room is the cystoscopic room, and 
next to that is the electrocardiographic room. 
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presents a typical ar- 
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The main kitchen is on the second floor. Cooking on the range and in ovens is 
done by electricity, steam being used for soup kettles and pressure cookers. 











The physiotherapy department is likewise ar- 
ranged so that the rooms open into each other, 
permitting a passage from one point to another. 
The kitchen is on the second floor, in the extreme 
end of the main wing. There is no structure above 
the kitchen, the third story of the main wing not 
reaching that far back. This arrangement is satis- 
factory in that it provides a kitchen easily acces- 
sible from food storage facilities, and sufficiently 
free and open to prevent kitchen odors penetrating 
to other parts of the hospital. A service elevator 
operates between the basement, the food prepara- 
tion room and the kitchen. Cooking on the ranges 
and in ovens is done by electricity, steam being 
used for the soup kettles, braisers, pressure and 
cereal cookers. Mechanical toasters use gas. 
Adjoining the kitchen is a cafeteria arrange- 
ment for feeding all ambulant patients, constitut- 
ing about one-half of the total. Since our patients 
for the most part have no local residence they are 
maintained in hospital during convalescence longer 
than in other urban hospitals. The cafeteria pro- 
vides hot food, permitting the patient selection 
within the limitation of 
the menu and greatly re- 
ducing cost of service. 
The second floor on the 
transverse and wings 
presents a _ typical ar- 
rangement of wards, 
rooms and services. 
There is a central so- 
called ward kitchen. In 
reality it is utilized 
merely for serving, all 
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The dental clinic is on the first floor and is easily accessible from the hospital entrance. 


cooking being done in the main kitchen and the 
food transported to the ward kitchen in an electri- 
cally heated food carrier. The rear of these ward 
kitchens opens into a service elevator operating 
from basement to top floor, on which are trans- 
ported food trucks, tray carriers and similar ap- 
paratus. 

Adjoining the ward kitchen is a small dining 
room, sufficient for fifteen or twenty patients who 
are ambulant but not capable of self-service. Trays 
are set up on tray carriers and with a food cart 
are conveyed to the wards for serving bed cases, 
every effort being made to serve the food while it is 
still hot, an extension of cafeteria service. 

At either end of the transverse corridor is a 
utility room with the usual equipment, including 
chutes for soiled linen that terminate in a soiled 
linen room in the basement. 

The doctors’ and 
nurses’ offices are situ- 
ated near the junction of 
the transverse corridor 
and the lateral wing, so 
as to be about in the cen- 
ter of their activities. 
The basal metabolism 
room is near the center 
of the transverse corri- 
dor. The entire lateral 
wings from the second to 
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the sixth floor are given over to one large ward of 
twenty beds, with an adjoining wash room and 
toilets. In emergencies the solarium adjoining the 
ward is used to accommodate six beds. All beds are 
provided with adequate reading lights and with 
radio head phones. 

At about the center of the transverse corridor 
and projecting toward the front of the building is 
a large room for visitors to ambulant patients. 
Outside of visiting hours it is used as a reading, 
smoking and lounging room. 

There is an ample supply of sanitary drinking 


The surgical section on the 
third floor includes a ster- 
ilizing room, workroom, a 
plaster room and dressing 
rooms for the use of the 
doctors and the nurses. 
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fountains throughout all corridors, the water being 
appropriately chilled. 

The transverse and lateral wings are of identical 
arrangement from the second to the sixth floor 
inclusive, except that there is a surgical dressing 
room on the third, or surgical, floor; and on the 
fourth floor, in the venereal service, a room for 
arsphenamine injection, one for dressings and irri- 
gations and one with thermotherapy equipment. 

The third floor central wing is taken up by the 
operating suite, containing four main operating 
rooms with central wash-up facilities. The surgi- 
cal section also includes a sterilizing room, work- 
room, with storage facilities for sterile dressings 
and accessories, a plaster room and dressing rooms 
for doctors and nurses. Arrangements are under 
way for air conditioning of the operating rooms. 
On top of the third floor central wing is an open 
air pavilion or promenade. 

On the seventh floor transverse are the tempo- 
rary quarters for nurses, with roof gardens on the 
adjoining lateral wings. Construction of a nurses’ 
home in a separate building on the grounds is now 
in progress. 

In the transverse and lateral wings of the base- 
ment are storage facilities and shops for repair 
and upkeep of plant and equipment. The morgue 
and necropsy rooms are in the central wing of the 
basement, with outlet on an ambulance drive. 

In the central wing of the basement are also the 
rest rooms for employees, dressing rooms for or- 
derlies, porters and maids and in the rear general 
storage for subsistence supplies. 

The salient features of the hospital are concen- 
tration on the first floor of all laboratory proce- 
dures and specialized treatment ; the location of the 
kitchen, which is easily accessible yet in such a 
position as to prevent penetration of odors to other 
parts of the hospital; stacking of service kitchens 
with service elevators in the rear; the location of 
doctors’ and nurses’ station in the center of their 
activities, and the cafeteria for ambulant patients. 


Doctor Black Evaluates the Plan 


Dr. B. W. Black, director, Alameda County Hos- 
pital, Oakland, Calif., contributes the following 
comments on the planning and arrangement of this 
marine hospital: 

“T feel that this is a particularly well developed 
plan for a hospital that serves the type of patients 
who will require admission and care in that insti- 
tution. From past experience in dealing with this 
type of patient I find that the handling of the clinic 
work and the concentrated use of the facilities 
incidental thereto are well arranged on the first 
floor, easily accessible for ambulatory patients, 
for out-patients and for others. 
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“Another point for commendation in connection 
with this plan is the arrangement of the facilities 
for the preparation of food and the refrigeration, 
as well as the location of the kitchen and dining 
rooms. This is but another example of the move- 
ment to take the kitchen out of the basement in 
hospital construction. I have long contended that 
as important a function in a hospital as the kitchen 
represents should have a location more favorable 
than ordinarily is found on a basement floor. The 
food preparation on a floor separate from the 
kitchen itself is another departure in moderniza- 
tion in the handling of food and its preparation. 

“Under ordinary conditions it would be expected 
that a hospital of this size would require more 
operating room space than appears in the plan. 
On the other hand the type of patient who will use 
this hospital is not comparable with the patient 
in the acute surgical hospital ordinarily found 
serving a community as a general hospital. It 
appears that while operative facilities are concen- 
trated it is likely that ample space is provided. 

“I commend also the plan arrangement in gen- 
eral ward supervision, as well as the utility rooms 
which are placed in a reasonably central location 
on the floor, permitting the handling of large 
numbers of patients with the least amount of 
wasted time and steps in passing from the work- 
rooms and the utility rooms to the bedside of the 
patients. 

“In all, this is a splendid plan designed for a 
special type of hospital care.” 





Developing a Program of 
Health Education 


The four cardinal principles of health education, which 
apply equally well to hospital public relations programs, 
were outlined at the recent meeting of the American Public 
Health Association as follows: 

1. Arouse curiosity. This is achieved by the extraordi- 
nary, the novel, the new. In arousing curiosity one must 
not confuse the extraordinary with the sensational or the 
novel with the bizarre. Arousing curiosity is not an end in 
itself; carried to extreme it tends to defeat its purpose. 

2. Enlist sympathy. Having aroused curiosity, the aim is 
to retain attention, that is, enlist sympathy. To do this the 
question of the person to be influenced “Does this concern 
me?” should be anticipated and answered convincingly in 
the affirmative. 

3. Impart information. The techniques of doing this are 
many and depend on the nature of the information to be 
given. Such information must be authentic and within the 
understanding of the group to be influenced. 

4. Motivate or lead to action. The key to this problem is 
the appeal to the emotions. To achieve action the end must 
be made desirable. This means that the end must be emo- 
tionalized, preferably with a pleasurable emotion though 
sometimes, of necessity, with a painful one. 















Someone Has Asked— 


Should Hospital Personnel 
Have Sick Leave With Pay? 


In ordinary times it was usually the 
custom for a definite period of sick 
leave to be granted each hospital 
worker. Sometimes only those who had 
been on the hospital roll for a period 
of at least twelve months were granted 
this perquisite and in other institu- 
tions those who had served but six 
months were given sick leave with pay. 

It cannot be denied that the adoption 
of a generous policy of this sort in the 
long run reacts to the good of the hos- 
pital. It appears picayune to deduct a 
few days’ pay from an underpaid clerk 
who may have contracted an illness 
because she was required to work too 
hard or too long. When the hospital 
grants free care for ailing resident 
employees the situation is somewhat 
altered, but in instances where such 
employees do not reside in the institu- 
tion it seems hardly fair to deduct for 
time lost through illness from an al- 
ready too meager pay envelope. 

Even though funds are scarce the 
adoption of a petty policy by the hospi- 
tal is likely to injure its reputation and 
lower the morale of its workers. A 
week’s sick leave with pay each year 
to all employees to whom free hospital 
service is not granted would seem a 
meager enough reward for the faithful 
service of those who have been on the 
hospital’s roll longer than six months. 


Should a Written Consent Be Se- 
cured for Surgical Procedures? 


A surgical operation of any degree 
is a serious matter. Death has resulted 
from such usually safe procedures as 
a simple appendectomy, a hemorrhoid- 
ectomy, the incision of an abscess or 
the excision of a carbuncle. The ad- 
ministration of but a light gas anes- 
thetic for the application of a cast or 
the enucleation of hypertrophic tonsils 
under a local anesthetic has at times 
resulted disastrously to the patient. 

Such surgical steps should certainly 
be preceded by securing a written con- 
sent from the patient, or, if he is a 
minor, from his nearest of kin. There 
are many other borderline surgical 
treatments for which a written consent 
is not always required. Cystoscopy, the 
incision of tissues and the drainage of 
pus by the use of a local anesthetic, the 
treatment of fractures and the per- 
formance of certain minor genito-uri- 
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nary operations may serve as examples 
of this class. 

In every procedure requiring the use 
of a general anesthetic, or in any ex- 
tensive abdominal surgery under a 
local anesthetic, a signed permission 
should be required. Moreover, when 
the condition of the patient or any 
other local or individual condition sug- 
gests that the operation contemplated 
may give rise to danger to life or limb, 
an agreement to submit to this pro- 
cedure should always be secured. 


What Surgical Procedures Are 
Permissible in Private Rooms? 


The hospital superintendent is often 
requested to allow certain minor sur- 
gical procedures to be performed in 
the room of a private patient. Such 
steps as the removal of casts, the treat- 
ment of fractures of small bones, the 
incision and drainage of abscess cavi- 
ties, the performance of cystoscopy or 
the packing of the uterus are proce- 
dures that fall in this class. 

Sometimes the reasons underlying 
these requests are bona fide, such as 
the difficulty of moving the patient, or 
the avoidance of fear of operating or 
dressing room surroundings. Not in- 
frequently, however, an effort is made 
to evade the payment of the operating 
or anesthesia fee which has been set 
by the hospital for patients treated in 
surgical clinics or in minor operating 
rooms. 

When this is the motive, the su- 
perintendent should refuse to grant 
such requests unless the procedure is 
one of the most minor proportions. 
Transfusions may be safely performed 
within the patient’s room, if they con- 
sist of the injection of citrated blood 
withdrawn elsewhere from the donor. 
The setting of fractures should be dis- 
couraged as a private room procedure, 
but if the patient cannot be conven- 
iently moved, arrangements should be 
made to grant such requests. 

The fewer the procedures performed 
without an operating or dressing room, 
the better for the patient and the hos- 
pital. The fee schedule of the institu- 


tion must be flexible enough to care for 
such emergencies and it would be far 
better to lower operating and anes- 
thesia fees than to permit inferior work 
to be carried out under far from aseptic 
conditions and in the absence of a 
trained nursing personnel. 


How May the Loss of Table 
Napkins Be Controlled? 


This is one of the most puzzling prac- 
tical problems which confronts the ad- 
ministrator of the hospital catering to 
a private clientele. There seems to be 
no standard method of napkin account- 
ing and control. The superintendent 
who asked this question is faced with 
a loss of approximately thirty napkins 
a month in a private department con- 
taining about seventy-five beds. 

The handling of the linen problem in 
the private suite depends somewhat 
upon the character and construction of 
the hospital. The control of tablecloths 
and napkins used in the service of 
meals to private patients depends upon 
the type of service in use. In institu- 
tions with central food service the 
dietetic department controls the situa- 
tion, and when the tray is removed the 
dietitian’s representative can tactfully 
insist upon the return of the napkin 
which was delivered to the patient. 

If food is delivered to the floor by the 
dietetic department and the responsi- 
bility of service transferred to the 
nursing department, the loss of some 
linen appears to be expected. Certain 
hospitals allow but one napkin a day 
per room, a clean one being delivered 
for each soiled napkin returned. Most 
hospitals place a napkin on the tray 
as it leaves the diet kitchen and en- 
deavor to secure its return either by a 
visit to the room or by a telephone call 
to the nurse. 

Some institutions find that the use 
of napkins with the hospital’s name 
woven in discourages patients from 
appropriating them. Many hospitals 
accept with equanimity the loss of 
large amounts of linen rather than 
risk offending private patients. 

It is far better to lose some linen 
than to offend paying patients. On the 
other hand, either the plan made pos- 
sible by the presence of central service 
or a tactful request for the return of a 
soiled napkin for each clean one issued 
would seem practicable. 


If you have any questions to ask, the Editor will 
be glad to discuss them in a forthcoming issue 
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Ohio Passes House Bill No. 175 


Here 1s the dramatic story of a move- 
ment, begun in 1 926, which refused 


to be downed by politicians, insurance 


compames or highway tterests. It 1s 
the listory of the passage of Ohio's 
bill for the reimbursement of hospitals 
for care of indigents who are in- 
jured im motor vehicle traffic accidents 


By A. E. HARDGROVE 


Executive Secretary, Ohio Hospital Association 


line tax a fund for the reimbursement of 

Ohio hospitals for care given to indigent pa- 
tients who had been injured in motor vehicle 
traffic accidents, was begun in 1926 by the Ohio 
Hospital Association. During the next two years 
the association found that the various highway 
interests maintained an impenetrable front against 
any diversion of these funds and the attempt was 
dropped. 

The idea lay dormant until B. W. Stewart, su- 
perintendent, Youngstown Hospital Association, 
Youngstown, was appointed chairman of the legis- 
lative committee in 1929, when he began to make 
contact with various state groups. Meeting the 
same strong opposition against the diversion of 
gasoline taxes, he decided to request funds from 
license tag fees. This proved to be more feasible, 
for while opposition from highway interests con- 
tinued, there was not the determined opposition to 
diversion of license tag fees that there was to that 
of gasoline taxes. This is partially due to the fact 
that the license fees are used only for maintenance 
of highways, while the gas taxes are used largely 
for new construction. 

The first decision of the committee was to draft 
a measure along the lines of the workmen’s com- 
pensation act of Ohio, and place the administration 
of any funds secured under the industrial commis- 
sion which administers the workmen’s compensa- 
tion act. Much opposition developed against this. 
Insurance companies felt that it furthered the 
advancement of state insurance, and since the 
workmen’s compensation act covers reimburse- 


ik movement to obtain from the state gaso- 
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ment to doctors, the medical profession objected to 
being included in the benefits of our proposed act, 
feeling that it would further the advancement of 
state medicine. 

The administration of the licensing of motor 
vehicles at that time was under a commissioner of 
motor vehicles in the department of the secretary 
of state. Accordingly, an act known as house bill 
No. 140 was drafted, asking for the diversion of 
twenty-three cents from each license tag fee into a 
fund to be used for reimbursement of hospitals for 
care rendered indigent patients injured in motor 
vehicle accidents. 

Payment to hospitals was placed on the basis 
of the per diem rate of each hospital, not to exceed 
six dollars, following the precedent established by 
our industrial commission contracts. Incorporated 
in this bill, however, was a lien clause, which made 
the hospital bill a lien upon any settlement when 
the bill was filed with the clerk of courts. Likewise, 
the rights of the patient and the hospital were 
subrogated to the state, when the patient’s bill was 
paid by the state. Any settlement made by an indi- 
vidual or insurance company established liability 
of the patient for the payment of his hospital bill. 
These three provisions were responsible for the 
failure of this first bill. 

At this time the association began accumulating 
statistics on an annual basis, covering the actual 
loss suffered by hospitals for the care of indigent 
traffic accident patients. Supported by these sta- 
tistics, the bill was introduced in the eighty-ninth 
general assembly in February, 1931. 


Insurance Companies Oppose Bill 


As soon as the committee to which the bill was 
referred began to hold hearings, open opposition 
developed from insurance companies. They held 
that our lien clause, making an insurance company 
liable for payment of a hospital bill, would prohibit 
them from making any nuisance settlement at a 
nominal sum in order to secure a full release from 
an injured person. Further, they did not relish 
the idea of having the rights of the patient and the 
hospital subrogated to the state, which meant that 
after payment they would have to deal with the 
state. The highway interests did not openly oppose 
it, but did offer opposition. 

After these objections were offered, the repre- 
sentative who had enthusiastically agreed to spon- 
sor the bill refused to permit it to be placed on the 








house calendar for vote, on the grounds that there 
was too much opposition to it, although the Ohio 
Hospital Association made every attempt to get 
him to consent to draw up amendments to satisfy 
the open opposition. The association committee, 
lobbying for the bill, through local hospitals and by 
personal contact, had secured promises of sufficient 
votes to permit the bill to pass the house of repre- 
sentatives if it were allowed to come to a vote. 
However, the political influence of the sponsor of 
the bill was sufficiently strong to keep it from being 
reported to the house for vote. He pocketed the 
bill and it died at the close of the general assembly 
without a vote having been secured. 


Another Attempt Made in 1933 


The bill was redrafted and presented to the next 
general assembly, in 1933, at which time the com- 
mittee on state relations of the Ohio Hospital Asso- 
ciation, profited by their previous mistakes. The 
lien clause and the matter of subrogation were both 
removed; the main body of the bill, however, re- 
mained the same. By this time the emergency need 
for relief funds had necessitated the diversion of 
both gasoline taxes and license tag fees for relief 
purposes, so that a precedent had been established 
for our bill. While the highway interests were mak- 
ing every effort to limit the diversion of these 
funds, they did not openly oppose us. 

The main features of house bill No. 80, defined 
an indigent as “any person upon whom a judgment 
would be unavailing, if secured.” 

Motor vehicle injury was termed “any personal 
injury suffered by any human being, on the public 
highways, streets or byways of the state of Ohio, 
whether the injured person was the operator of 
such motor vehicle, passenger in that or another 
vehicle, pedestrian, or whatever relationship the 
injured person might be to the operation of the 
vehicle.” 

All types of motor vehicles were included, except 
police patrols, fire apparatus and such municipally 
controlled vehicles. The only injuries excluded 
were those which were covered by the workmen’s 
compensation acts. 

The original bill contemplated the paying of any 
regularly organized hospital, but the finance com- 
mittee of the legislature, which held hearings on 
the bill, expressed itself as fearful that doctors 
and nurses might set up small hospitals in order 
to capitalize on the benefits of the bill, and they 
amended the bill, in committee, so that it included 
only those hospitals which were organized and/or 
operated not for profit. The sum of nineteen cents 
was finally agreed upon in conference with the 
finance committee, as the amount to be diverted 
from each license tag fee. 







The bill was originally drawn basing the indi- 
gency of the patient upon his condition when dis- 
charged from the hospital. The finance committee, 
however, considered that the hospital should make 
further effort to collect, and inserted in the bill 
that claim could not be filed until ninety days after 
discharge of patient. 

This has been interpreted by the attorney gen- 
eral’s office to mean that if the patient makes his 
affidavit of indigency at the time of his discharge 
from the hospital and if his account remains unpaid 
at the expiration of ninety days thereafter, such 
affidavit is the affidavit of an indigent person and 
would satisfy the conditions of the bill. In order 
to protect themselves, the bureau of motor vehicles 
are requesting that an additional affidavit of indi- 
gency be made at the end of ninety days if the 
patient can be located. Affidavit must be made by 
the hospital at the end of ninety days to the effect 
that the account remains unpaid, and that facts 
given in claim are correct. Reimbursement was 
left on the basis of per diem cost of each hospital, 
according to the previous year, not to exceed six 
dollars a day. 

The bill, so amended, was finally reported to the 
house of representatives where it received a favor- 
able vote. There was some concerted opposition 
by highway interests, which were determined not 
to permit the diversion of these funds; and it was 
the feeling of those active in this movement, that 
a favorable vote was permitted in the house with 
the intention of stopping the bill in the senate. 
However, such pressure was brought upon the 
governor that he addressed a communication to 
the assembly, stating that he was favorable to the 
bill, although in order to secure his support it was 
necessary that the hospitals accept the compro- 
mise that he would approve it only as an emergency 
measure, and that it would terminate on March 1, 
1935. 


Opposition Is Overcome 


Both houses of the legislature agreed to adjourn 
as of Thursday noon, June 8, 1933, at which time 
the clocks were stopped and the legislature con- 
tinued in session, afternoon and evening, to clean 
up necessary bills. Every effort was made to bring 
our bill to vote of the senate ; but quiet and effective 
opposition prevented our securing a vote sufficient 
to have it placed on the calendar. After midnight, 
Friday, June 9, the committee made its final drive 
and succeeded in securing the needed support, and 
at one o’clock Saturday morning it was brought to 
vote and passed. 

It had then to go back to the house of representa- 
tives for agreement to the governor’s amendment, 
and again be referred to the senate for concurrence. 
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Accordingly, house bill No. 80 was finally passed 
shortly before four o’clock on Saturday morning, 
June 10, 1933, the last bill to be passed at that 
session of the legislature. The governor, in keeping 
with his promise, signed the bill, and it became 
effective ninety days thereafter, on October 9, 1933. 

Just as the act was to be put in operation, for 
political reasons the bureau of motor vehicles was 
transferred by the legislature from the office of 
the secretary of state, to the highway department, 
and administration of the license tag fund was 
placed under a registrar of motor vehicles. All 
forms and working arrangements that had been 
completed with the secretary of state’s office, were 
discarded by the new bureau, and it was necessary 
for the state relations committee to do all its work 
over again. This caused considerable delay in the 
putting of the act into operation. First claims 
could not, of course, be filed until ninety days after- 
wards, on January 8, 1934. Due to the delay caused 
by the transfer of the bureau, payment of claims 
did not begin until May. 


All Claims for Payment Are Checked 


It was originally thought that the statement of 
a relief officer of the community and the affidavit 
of the patient and the hospital as to the indigency 
of the patient, would be sufficient to warrant pay- 
ment of the claim by the bureau of motor vehicles. 
However, the bureau considered that they should 
make an independent investigation of each account, 
before paying, in order to protect themselves 
against paying unwarranted claims. Accordingly, 
investigators were put in the field by the bureau 
to check all claims for payment. At the present 
time there are three investigators, and the bureau 
is contemplating putting on the fourth, which 
should be entirely sufficient. 

The unfamiliarity of state officials with hospital 
practices resulted in a claim form requesting more 
information than was necessary, which made the 
claims more difficult than the state committee had 
hoped. The outcome was that a number of claims 
filed by hospitals were returned for correction, and 
no sizable sums were paid by the bureau until 
August. Since that time, however, the amount 
paid by the state has been steadily increasing, par- 
ticularly in view of the fact that cases of extended 
hospitalization are just beginning to be filed. 

In the fall of 1934 so much good will had accrued 
to the state, both from the hospitals and from the 
public in general, through payment of these claims, 
that the attitude of officials toward this act under- 
went a complete change. About December 1, when 
the legislature was in special session, it was pro- 
posed that the bill, with the terminal date of March 
1, 1935, be re-enacted with the date removed. 
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The governor agreed to this, and by December 
9, the bill had passed both houses and was evcntu- 
ally signed by the governor. There were not, how- 
ever, sufficient members present at that time tv 
attach an emergency clause, so that the bill became 
effective only ninety days after the signature of 
the governor, which was March 21, 1935. This left 
a period of twenty-one days (from March 1 to 21) 
in which the benefits to hospitals would be inopera- 
tive; but what was more important to the state, 
since the bill had tied up the distribution of all 
license tag fees, the entire motor vehicle depart- 
ment likewise became inoperative for the twenty- 
one days. For the protection of the state as well as 
of the hospitals, it became necessary to re-enter the 
bill in the ninety-first general assembly, which 
convened January 2, 1935, with the emergency 
clause added. 

The new bill, known as house bill No. 175, was 
passed unanimously by both houses during the 
latter part of February, and signed by the governor 
on February 27, becoming effective at once. Ac- 
cordingly, the new bill became effective February 
28, one day before the expiration of house bill No. 
80, so that there was no inactive interval. In order 
that there might be no opposition to the re-enact- 
ment of the measure, practically no changes were 
made with the exception that the bureau of hospi- 
tals of the state department of health, with which 
department all hospitals file their annual reports, 
was designated to certify the per diem rate to the 
bureau of motor vehicles, instead of the industrial 
commission, as had been designated in the first 
bill. This change avoided certain variations in con- 
tract rates, which was possible under the industrial 
commission contract arrangement, and gave each 
hospital its full per diem rate, not to exceed six 
dollars per day. 


A Difficulty Is Encountered 


In the early operation of house bill No. 80 the 
most serious difficulty encountered was caused by 
the excessively low charges for ward service main- 
tained by a few hospitals of the state. When the 
bureau of motor vehicles saw bills coming in to 
them, where the patient had been charged only 
two dollars a day and they were being charged a 
per diem rate of approximately five dollars they 
immediately raised serious objections. These few 
hospitals, with a rate for which there is no sound 
financial justification, caused the state relations 
committee, in order to avoid the impression that 
the hospitals of Ohio were trying to derive exces- 
sive payments from the state, to agree that, re- 
gardless of the provisions of the bill, the hospitals 
would accept reimbursement on the basis of the 
amount actually charged the patient, not to exceed 








the per diem rate which of course was fixed at a 
maximum of six dollars. Accordingly, through the 
life of house bill No. 80 this agreement was main- 
tained. 

Just recently, following the enactment of house 
bill No. 175, with the experience gained during 
the past year and a half, the bureau of motor ve- 
hicles accepted the provision for payment of the 
per diem rate as basically fair and agreed that, 
beginning February 28, the day upon which 
house bill No. 175 became effective, all future 
claims would be paid on the basis of the full per 
diem rate. After a series of conferences with the 
state relations committee, the forms were also sim- 
plified and a number of working arrangements 
were agreed to by the bureau of motor vehicles, 
which make the filing of claims less complicated 
and the bill more favorable to hospitals. 

During the year 1934, because of the difficulties 
encountered, only 1,606 claims were filed. Of these 
121 were rejected, 1,117 were approved for pay- 
ment and 368 were still under investigation. The 
total amount paid to hospitals that year was only 
$91,470, or an average of $82 per claim. However, 
from January 1 to May 15, 1935, 820 claims have 
been paid, to the amount of $79,103, or an average 


of $96.00 per claim. Considering the fact that this 
was entirely new legislation, the difficulties en- 
countered in the beginning were not excessive, and 
the state relations committee of the Ohio Hospital 
Association feels that in securing the favorable 
support and good will of the state officials to this 
new legislation, they were entirely justified in the 
compromises which they had to make with the 
bureau of motor vehicles. It is now assured that 
beginning with the permanent act, house bill No. 
175, February 28, 1935, the hospitals will secure 
the full benefit of this legislation. 

On the basis of registration of motor vehicles to 
date it is estimated that a fund of $350,000 will be 
available for 1935 and it is anticipated that it will 
be entirely expended. 

Much credit for the enactment of this legislation 
is due Mr. Stewart, who was chairman of the state 
relations committee of the Ohio Hospital Associa- 
tion throughout the drafting of the act, all legisla- 
tive effort and the placing of the act in operation. 
The other members of the committee were Guy J. 
Clark and A. E. Hardgrove. The cooperation re- 
ceived from the state officials in charge of the 
administration of this act has been most helpful 
and is heartily appreciated by the committee. 





Both Doctor and Hospital Bills 
Covered by This Plan 


The management of the Hugh Chatham Memorial Hos- 
pital, Elkin, N. C., has inaugurated a plan for group budget- 
ing of hospital and medical care. This was accomplished 
through the formation of the Elkin Mutual Aid Associa- 
tion, a nonprofit organization to which employed persons 
may subscribe and which pays hospital and medical bills 
for subscribers and dependent members of their families, 
according to C. Rufus Rorem, Julius Rosenwald Fund, 
Chicago. 

Membership in the association is open to any employed 
person or group of persons whose application is approved 
by the board of directors. There is a membership fee of 
$0.50 which is paid at the time of registration. The dues 
are $0.40 a week per subscriber, payable in advance, weekly, 
quarterly, semiannually or annually. There are no extra 
dues for dependents. In the case of group membership, 
the subscriptions are paid through pay roll deductions, 
sanctioned by the employer. In groups of five or less, pay- 
ments must be made on a quarterly basis. When a member 
or dependent is admitted to the hospital for care, he is 
required to pay the balance of the yearly dues unless he 
belongs to a group where pay roll deductions are made. 

A subscriber may list as a dependent any member of his 
immediate family who is unemployed and entirely depend- 
ent upon him for support. In cases where two or more 
members of the same family are employed, each must pay 
the same dues to be eligible for hospital or medical benefits. 

Hospital and medical benefits are paid from the central 
fund according to an agreed fee schedule up to a maximum 
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of $375 for each certificate holder (subscriber and depend- 
ents combined), but not to exceed $375 in any one year. 
Board and room care will be provided in a four-bed room 
at the regular rate in the Hugh Chatham Hospital or in 
any other hospital recommended by the attending physician, 
except that a maximum payment of $75 applies for a single 
illness in any hospital. 

In addition to board and room care, subscribers are 

entitled without extra charge to operating room, delivery 
room, x-ray, basal metabolism services and other diagnosis 
and treatment provided by the Hugh Chatham Memorial 
Hospital. Laboratory and diagnostic services for ambula- 
tory cases will be paid for by the Mutual Aid Association 
when requested by attending practitioners. 
‘ The Mutual Aid Association will pay medical and sur- 
gical fees of all hospitalized illnesses and of all maternity 
service, whether or not hospitalized, according to a desig- 
nated fee schedule. The attending physician must be eligi- 
ble to attend cases in the Hugh Chatham Hospital. 

Hospital and medical services are available immediately 
upon subscription for accidental injuries with certain desig- 
nated waiting periods for ordinary sickness and conditions 
requiring surgery. There is a six months’ waiting period for 
maternity cases, female ailments and the repair of hernias. 

The Mutual Aid Association enrolled as its first im- 
portant group the employees of the Chatham Hosiery Mills, 
Elkin, which has about 600 employees. The second group 
came from a furniture factory in the community which 
employs more than 200 persons. After these were enrolled, 
subscriptions were accepted from members of the general 
public. There is free choice of physician from the entire 
community, and no discrimination on the basis of race, 
income or type of employment. 


The MODERN HOSPITAL 








tie 
ar 
in 
to 


CO) 
fre 
an 
ins 
no: 
eq 
col 
ior 
of 

chi 
pe 


gor 


Vol 


‘w" }~ ~ — 3 


-_ ' = we USS \e 








How Shall the Chronic Patient 


Be Hospitalized? 


problems that neither social legislation nor 

health insurance solve. One of these is the 
lack of adequate chronic hospitals for patients of 
moderate means, and another is the fact that a 
disproportionate number of patients suffering 
trom chronic diseases will always be dependent, 
and their care for the most part must be provided 
for by local and state governments. 

It seems evident that voluntary hospitals have 
not availed themselves of their opportunities in 
providing for the chronic patient of moderate 
means. Institutions that find themselves compet- 
ing with others having more modern buildings 
might well consider service to this group. 

This does not at all imply that the chronic pa- 
tient should receive second-rate care, but his needs 
are different and can often be met satisfactorily 
in buildings and with equipment not so well suited 
to the care of acute patients. When the usability 
of older buildings for chronic hospitals is being 
considered, safety from fire, and in some locations 
from earthquake hazards, sanitation, plumbing, 
and the possibilities for 
installing necessary diag- 
nostic and _ therapeutic 
equipment must all be 
considered. An old-fash- 
ioned building is not much 
of a handicap, for most 
chronic patients are older 
people who will not object 
to it on that ground. A 
good location is desirable, 
but accessibility is not so 
important here as in the 
case of an acute hospital. 

In providing for the care of chronic patients, 
whether in a public or private hospital, diagnosis, 
medical treatment, even if only palliative, and 
good nursing care are obviously of first importance. 
But the chronic patient has other needs that should 
not be overlooked. Because his recovery will at 
best take a long time, it is distinctly necessary to 
maintain his morale both from the standpoint of 
possible recovery and rehabilitation afterward. 
The medical social worker and the occupational 
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A changed public attitude 1s 
recognizing the need for more 
adequate care for chronic pa- 
tients.T he President's much dis- 
cussed Social Security Program 
is concrete evidence of this fact 


By A. C. JENSEN 


Superintendent, Fairmont Hospital, San Leandro, Calif. 


and physiotherapy aids have important functions 
in this organization. Library service, contact with ~ 
the outside world through radio, occasional enter- 
tainments for ambulatory and wheel chair patients 
and opportunities to get outside in pleasant sur- 
roundings are all factors in meeting this need. 

Authorities are generally agreed that the num- 
ber of chronic patients requiring hospital care 
which must in the main be provided for by public 
funds are increasing at an alarming rate. Dr.S.S. 
Goldwater, writing in The MODERN HOSPITAL, 
May, 1935, states: “Chronic diseases, which in 
1870 caused only one-fifteenth of all recorded 
deaths, now account for more than one-half of the 
total mortality. The hospitalization of chronics 
has grown correspondingly, so that today more 
than 50 per cent of the hospital beds in the United 
States are at any one time occupied by patients 
suffering from chronic disorders.” 

This indicates the magnitude of the problem. It 
is of concern, not only to the patient, but to doctors, 
hospitals, and the public that must pay the bills. 

There is a growing tendency on the part of social 
workers and relief agen- 
cies to provide for the de- 
pendent aged and handi- 
capped outside of institu- 
tions, a more economical 
and happier method. 
Merely because aged or 
handicapped persons need 
food and shelter is no rea- 
son for placing them in an 
institution where the pub- 
lic assumes full responsi- 
bility for their permanent 
care. This modern solu- 
tion should gradually result in the reduction, if 
not the elimination, of almshouses and public re- 
lief homes, 

All states, except New Mexico, have almshouses, 
poor farms and county hospitals, catch-alls for a 
heterogeneous group of young and old suffering 
from all diseases in all stages, as well as those who 
are merely indigent aged. In forty states these are 
county institutions. The standard of care is gen- 
erally low, but there is not a correspondingly low 
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cost of operation. Recent figures are not available, 
but in 1925 the United States department of labor 
published the result of a study of 2,183 almshouses, 
93 per cent of all the public pauper institutions in 
the United States, housing a total number of 85,899 
inmates. The average cost per inmate per annum 
was found to be $439.76. 

While it is generally recognized that it is diffi- 
cult to transform these institutions into satisfac- 
tory hospitals, it is not impossible. The problem 
has been worked out in the care of two groups of 
chronic patients: the mentally ill and the tubercu- 
lous. Especially with the latter group have unsatis- 
factory conditions in many local hospitals been 
remedied. Frequently groups of counties have 
combined in order to establish an institution large 
enough to provide for a nominal overhead. In 
other cases states have assumed the responsibility. 
With a proper program of education it seems rea- 
sonable to suppose that eventually the problem of 
caring for other chronic patients might be worked 
out along similar lines. 

The hospital for chronic diseases has a dual 
function. It must provide facilities for diagnosis 
and treatment and also give domiciliary care for 
those who need chiefly nursing and custodial 
care. The line between these two groups is often 
indefinite. The patient may go from one group to 
the other repeatedly in the course of his stay in 
the hospital. 


Segregating Chronic and Acute Patients 


Segregation in separate institutions of chronic 
and acute patients is important to both groups. In 
this way the chronic patient will be more apt to 
receive the full attention of the staff, while costs 
can be materially reduced and standards of service 
maintained. 

In large communities, the ideal arrangement for 
public care would be a hospital for acute patients 
accessibly located, and a chronic and convalescent 
hospital placed at the outskirts of the city where 
space is available. Both institutions should be un- 
der the same administration with any duplication 
of service avoided. Patients should be transferable 
from one institution to the other at any time. This 
would make possible an earlier discharge from the 
acute hospital and would provide necessary care 
for all patients at lower cost. 

For many years there has been a growing rec- 
ognition among progressive medical and hospital 
leaders of the need for more adequate care for 
chronic patients. 

As far back as 1860, the city of Boston offered a 
prize for the best plan for a city hospital. The 
winner, Dr. John Green, F.M.M.S., made provision 
in his plan for a convalescent home and a hospital 











for chronic patients. But it is only in the last ten 
or fifteen years that this recognition has become 
in any way general, and interest has particularly 
crystallized during the last few years, when both 
the government and the general public have be- 
come more socially minded and generally conscious 
of the needs of all those who cannot provide for 
themselves. Those suffering from chronic diseases 
make up a large and important part of this group, 
their problem being perhaps the most difficult be- 
cause of the fact that their needs are both economic 
and medical. 

What effect will this changed public attitude 
have in meeting the problems of this group? 

It is already taking concrete form in the pending 
legislation, generally designated as the Social Se- 
curity Program. While this program does not 
make any specific provision for the care of the 
chronic patient as a group, it does provide for un- 
employment insurance, which, if adopted and 
found to accomplish what is claimed for it, should 
make it possible for a larger number to provide, 
themselves, for possible disability. Second, it in- 
cludes old age benefits which would assist in caring 
for many who are now provided for at public 
expense, frequently in institutions that could be 
made available for that type of chronic patient 
whose needs require institutional care. Third, it 
gives federal aid to dependent children and supple- 
ments state mothers’ pensions. Fourth, it provides, 
through the Public Health Service, additional 
Federal aid to state and local health agencies. 

All this tends to relieve the pressure on local 
institutions. 

The agitation for health insurance is further 
evidence of the trend of public thought. It is rea- 
sonable to suppose that sooner or later some such 
plan will be adopted. This will, of course, mate- 
rially affect the situation. 

However, supposing some such legislative action 
were taken and proved of value in enabling some 
individuals to provide for themselves, the prob- 
lems I have discussed here still demand attention. 





Computing Cost per Patient Day 


Cost per patient day is a financial unit of hospital serv- 
ice often used by executives and the public to measure 
hospital activity or efficiency, according to C. Rufus Rorem, 
associate director for medical services, Julius Rosenwald 
Fund, Chicago, writing in the thirteenth edition of The 
HOsPITAL YEARBOOK. It should be uniformly defined and 
used by hospital executives if it is to have significance. 

This uniformity, Doctor Rorem states, depends upon 
uniform procedures regarding three elements: (1) defini- 
tions of “patient” and “patient day”; (2) types of costs 
included, and (3) types of services rendered on a “day” 
basis. The article proceeds to set forth ways of assuring 
this uniformity and gives specific illustrations. 
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By W. S. RANKIN, M.D. 


Director, Hospital Section, The Duke Endowment 


extent of its surplus facilities for meeting 

contingencies, emergencies, unusual condi- 
tions, peak loads of sickness. Surplus beds in a 
hospital are what the reserve forces of an army 
are in determining competency. As in the one case, 
so in the other, an unnecesSary reserve Means ex- 
travagance, useless facilities, but a reasonable 
reserve is essential to adequacy. 

The urban or rural character of the population 
served has a decided bearing upon the question of 
occupancy. A city of 500,000 population with a 
normal supply of general hospital beds has 5 beds 
per thousand population, or a total of 2,500 gen- 
eral hospital beds, these beds being distributed 
probably among some seven or eight hospitals. 
With a 75 per cent occupancy, the city will have 
1,875 beds in use and 625 beds in reserve. On the 
other hand, a rural county of 30,000 people, with a 
40-bed hospital in the county town, has 114, beds 
per thousand population. Such a hospital, with a 
75 per cent occupancy, has 30 beds in use and only 
10 beds in reserve. The margin of safety, 10 beds 
against 625, is very thin in the rural community 
as compared with the urban community, although 
the occupancy of hospital facilities is the same, 
75 per cent. 


f THE occupancy of a hospital determines the 


Rural Hospitals Should Have Lower Occupancy 


However, the tenuous margin of safety provided 
by the 10 beds in the rural community, to be prop- 
erly understood, must be considered in connection 
with the greater fluctuations in the hospital needs 
of the small community as compared with that of 
the larger urban population. The hospital demands 
of the larger urban community follow a smoother 
and more horizontal line than those of the smaller 
rural community. The victims of railroad wrecks, 
storms, epidemics, the March rise in respiratory 
diseases, may be absorbed by the 625 surplus beds 
in the urban center, whereas a bad automobile 
wreck, an epidemic or even the normal fluctuation 
in the morbidity rate may place a dangerous if not 
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How Many Surplus Beds Should 
the Rural Hospital Have? 


What constitutes a reasonable re- 
serve of hospital beds, what percentage 
of beds should be 1 use at the average 
time—tin short, occupancy—depends 
upon several conditions but m the 
man upon two—the urban or rural 
character of the population and the 
size of the hospital bemg considered 


excessive load upon the ten surplus beds of the 
rural community. Therefore, in the planning of 
small rural general hospitals we should arrange 
for a larger surplus of beds to meet the sharp 
fluctuations of a small community—in short, we 
should expect a lower occupancy than if we were 
planning urban hospital provisions. 

In addition to the influence of the size of the com- 
munity, the urban or rural character of a popula- 
tion group, upon the factor of occupancy in the 
operation of general hospitals, there is a second 
important factor inherent in the size of the hos- 
pital and in the arrangement of its beds. Let us 
take again a concrete illustration. 

A hospital of 200 beds, operating with a 75 per 
cent occupancy, has 50 surplus beds. A hospital of 
40 beds, operating at a 75 per cent occupancy, has 
10 surplus beds. The larger hospital with 50 sur- 
plus beds is not likely to find it impossible to admit 
a patient, because of the arrangement of the 50 
beds. Some of the 50 beds would be bassinets, so 
that a baby could be cared for; if the hospital is in 
the South, some would be in the Negro wards and 
some in the white wards; some of them would be 
in male wards, some in female wards; some in the 
surgical ward, some in the medical, some in the 
obstetric; some in private rooms; some in wards. 

But in the case of the 40-bed hospital with only 
10 surplus beds, the adaptability of the beds as 
arranged for infants and adults, racial classes, the 
sexes, the different economic levels, and the pro- 






fessional classifications, medical, surgical, obstet- 
ric, infections, is far more rigid and difficult of 
adjustment. Adults cannot be placed in bassinets. 
In somes parts of this country, local opinion re- 
quires separate accommodations for whites and 
Negroes, so that those of one race cannot be ad- 
mitted to beds in parts of the hospital reserved 
for the other. Men cannot be placed in female 
wards or women in male wards. Obstetric and sur- 
gical cases cannot be mixed. Children should be 
kept separate from adults. The best private rooms 
in hospitals cannot be assigned to charity or ward 
cases when the wards are full, nor can private pa- 
tients be prevailed upon to accept ward accommo- 
dations. Given the same occupancy, the smaller the 
hospital the less adaptable its accommodations (ar- 
rangement of beds) to the actual needs of a commu- 
nity. Therefore, in the planning of small hospitals 
a larger surplus of beds should be provided than 
would be necessary in a large hospital, and a lower 
occupancy should be anticipated. 


Occupancy Situation in 1930 


It is therefore not difficult to. understand the 
lower occupancy of small rural hospitals as com- 
pared with that of larger urban hospitals. The 
Committee on the Costs of Medical Care, in Vol- 
ume 27, “The Costs of Medical Care: A Summary,” 
page 321, gives a table showing the occupancy of 
general hospitals of various sizes, based upon 1930 
figures. The following figures from this tabula- 
tion show the occupancy of general hospitals of 


different sizes: 
Number of Percent. of 


Control and Size Hospitals Occupancy 

State and Local Government 
yi | an 48.4 
I oso edesceececcsccccesetessences Seen: 53.7 
Sat 2.) as ee | ene 59.3 
GD ee ee een 78.1 
801 beds and more...................-.... ee 82.5 
Ie Se ere rcntrecsenierier ener Eee: 717.9 

Nongovernment 

De ee GO 1OGG.......<-.-.-.--n2cneccescccses | ce 46.0 
co 6 a | 50.5 
De ee ee 58.7 
Ce ee ee. 63.4 
301 beds and more.......................- (| Reena ese: 67.9 
FMI gc disiossalestisncedatscocedevetezzs er 60.8 


In the Journal of the American Medical Asso- 
ciation, Hospital Number, for March 30, 1935, an 
editorial calls attention to the occupancy of 2,003 
rural general hospitals, 50.2, as compared with 
that of 2,031 urban hospitals, 62.4. The average 
size of the rural hospitals with 50.2 per cent occu- 
pancy was 39 beds, 5 of which were bassinets, 
whereas the size of the average urban hospital 
referred to in the article was 156 beds, including 
18 bassinets. 














In conclusion, the number of hospital beds per 
thousand population to be served will be much less 
in a rural than in an urban community (in an 
urban community 5 beds per thousand, but in a 
rural community a minimum of 114 but preferably 
2 beds per thousand), because the people and the 
physicians of rural communities have not learned 
to appreciate and use hospitals to the same extent 
as their city friends; moreover, many rural pa- 
tients who need a more highly specialized or dif- 
ferentiated service than is available in the small 
local hospital go to the city with its larger hospital 
and more differentiated professional group. 


Intelligent Planning Is Essential 


But while intelligent planning of hospital pro- 
visions requires for rural hospitals a much smaller 
number of beds in proportion to population, it also 
imposes upon us the use of a certain amount of 
foresight in recognizing (1) the more limited 
adaptability of the bed accommodations of the 
small as compared with the large hospital and (2) 
the greater fluctuation in the demands upon the 
smaller rural hospital as compared with the larger 
city hospital. For these reasons intelligent plan- 
ning should provide for a larger surplus of beds, 
or, reversing the language, for a lower occupancy 
in small rural than in large urban institutions. 





Student vs. Graduate Nurses in 


Small Hospitals 


How Canada views the question of graduate nursing 
service vs. student nursing service in smaller hospitals is 
told by Dr. G. Harvey Agnew, secretary of the department 
of hospital service of the Canadian Medical Association. 
Says Doctor Agnew: 

“From a general review of the situation across Canada 
one would suggest that: 

“As the standards of nursing education continue to rise, 
it will be found economically inadvisable to maintain small 
training schools. 

“The hospital with an existing large nurses’ home can- 
not expect to save as much by discontinuing the training 
school as would one faced with the necessity of enlarging 
or erecting a home. 

“Present day low salaries for graduates should not be 
accepted as normal in making cost estimations. 

“Hospitals must not focus all attention upon the desir- 
ability of cheap labor, for the future of the nursing pro- 
fession will be jeopardized if intelligent young women find 
it so overcrowded that the future holds no prospects. 

“At the same time we must not forget that the end-all of 
a nurse’s training need not necessarily be a highly paid 
appointment. The graduates of some small hospitals, al- 
though lacking in full clinical or academic training, go 
back to the primitive rural or fishing villages and become 
veritable oases of knowledge to their less favored neigh- 
bors. In such instances the small hospital training school 
seems to have a place.” 
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since it was founded in 1683, and when 
E. L. Phillips and T. F. Holloran, archi- 
tects, Boston, were asked to design a solarium for 
the Addison Gilbert Hospital at Gloucester, they 
captured the romantic history and seagoing tradi- 
tions of the city by reproducing a ship’s deck. 
The visitor to Hammond Deck walks through 
the children’s department, up a ramp, and sud- 
denly finds himself treading planks laid and calked 
by a ship’s carpenter. The illusion is so great that 
unconsciously he braces himself against a roll, 
rise and fall which do not materialize. 
At each side of the deck are sturdy bulwarks, 
and the ship’s rail is comfortable enough to sit 
upon. Enough of the roof of the building has been 


(5 sine it was Mass., has been a seaport 
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A Hospital Solarium or a Ship's Deck? 


left beyond the rail to prevent any uncomfortable 
sensation of height. 

Coils of real rope are symmetrically arranged 
on the deck and the hawser curls comfortably on 
the simulated hatch in the center of the deck. In 
the deck house, with its beamed roof and side 
walls with casement windows, only the easy chairs 
are not nautical. 

The old wheel has a spool for the cable which 
once worked a rudder, and a compass is within 
the large binnacle. A ship’s bell, logs, charts and 
sea chests are all part of the cabin. 

From the deck can be seen the countryside of 
Gloucester. Off to the north is the rocky mass of 
Pole Hill in Riverdale, and stretching along to- 
ward the east and south is the winding course of 
the Mill River and its marshland, Dogtown Com- 
mon and the Babson reservoir water tank, a 
prominent, aluminum colored landmark. The roofs 
of the houses of Gloucester break the southern 
horizon line, and the old burying ground and 
Wolf Hill with a suggestion of Annisquam com- 
plete the panorama. 

The funds for Hammond Deck were a gift from 
the late Mrs. Natalie Harris Hammond. Edward 
F. Stevens, Stevens, Curtin & Mason, Boston, was 
the consulting architect. 











Assisting Tuberculous Patients— | / 


What becomes of discharged tubercu- 
lous patients? How many are even- 
tually readmission cases? Is the cost 
of these relapses large enough to 
justify establishing rehabilitation 
and placement services throughout 
the country? This writer feels that 
itis, and when you haveread her arti- 
cle we think you will agree with her 


tuberculosis hospital first enables the pa- 

tient to get the benefit of sanatorium care 
by attending to his social needs while he is in the 
institution and by meeting the needs of his family 
in the community ; second, it carries on preventive 
work among the families of diagnosed patients; 
third, it assumes responsibility for the postsana- 
torium care of all discharged patients. 

The National Tuberculosis Association esti- 
mates that, in addition to the 20,000 annual deaths, 
80,000 patients are discharged from sanatoriums 
yearly as follows: 5,000 nontuberculous cases; 
25,000 chronic progressive cases, probably never 
able to work, and in need of continued custodial 
care; 25,000 able to care for themselves with medi- 
cal supervision, and the remaining 25,000 depend- 
ent on some social agency to get back to gainful 
employment. There is a growing realization of 
the need of a set-up to help this last group of 
people on the road to economic independence. 

Every state has a large number of beds for tuber- 
culous patients. Throughout the United States 
there are probably 70,000 beds at the disposal of 
persons suffering from this disease. Clinics are 
increasing every year in private hospitals, public 
hospitals and under the auspices of departments of 
health. New York City alone has twenty-three 
clinics under such supervision, with a total of 
almost 41,300 visits during the three months of 
July, August and September, 1934. 

Tremendous progress has been made in the last 
five years in medical and surgical care through the 
increasing use of pneumothorax, phrenic nerve 
surgery and thorocoplasty, in an effort to hasten 


A BALANCED social service program in a 


the patient’s return to health. Who knows how 
many of these patients carry on and achieve a 
normal place in society after they leave the insti- 
tution and how many break down and return? 

A study was made at Grasslands Hospital, Val- 
halla, N. Y., in 1932, of a small group of twenty 
readmissions to our tuberculosis division to deter- 
mine if personal or social factors had influenced 
the trend of the disease in patients readmitted and 
to ascertain the cost of readmission. In some in- 
stances it was found that the patient had left the 
sanatorium in the first place against advice. The 
patients stated that on discharge they were given 
no specific advice regarding the type of work they 
might do. They were advised to take it easy, to 
continue hospital routine, to do only light work and 
to rest at home before going to work. The depart- 
ment of public welfare had assisted three cases, 
paying for boarding-home care in one instance and 
providing extra food and rent in two others. The 
majority of these patients were not equipped to 
enter types of work suitable for arrested tubercu- 
lous cases. The educational level of most of them 
was found to be the eighth grade. The total ex- 
penditure after readmission on the twenty patients 
amounted to $42,100 or $2,105 each. No one can 
say that all of this money might have been saved 
if there had been a rehabilitation and placement 
service, but the tremendous cost of relapse seems 
to justify sufficient expenditure to find out if suit- 
able industrial rehabilitation might help to restore 
the patient to economic independence. 


Few Social Service Departments 


A surprising proportion of the few selected hos- 
pitals to which I wrote in connection with this 
article replied that they had a special type of pa- 
tient with no need for social service or that their 
social service work is handled by specially trained 
nurses and by the occupational therapy depart- 
ment. When the White House Conference report 
was published, it was appalling to find that out of 
302 tuberculosis institutions approved by the 
American Medical Association for internship, only 
eighteen had social service departments. 

In 1931, a resolution was passed at the National 
Tuberculosis Conference advising inclusion of so- 
cial work in sanatoriums, following which a joint 
committee was formed by the National Tubercu- 
losis Association and the American Association of 
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A Threetold Social Plan 


By HESTER W. BROWNE 


Chief of Social Service, Grasslands Hospital, 
Valhalla, N. Y. 


Medical Social Workers. This committee made a 
survey of tuberculosis sanatoriums in the whole 
country with a view to finding out the number 
having social service departments and the type of 
service given. One hundred fifty-one institutions 
replied to the questionnaire. These institutions 
represent 28,300 beds, or 45 per cent of the total 
civilian beds available. Of these, 103 had provision 
for social work — 42 under the supervision of or- 
ganizations outside the hospital and 61 with their 
own social service departments. 

Marie Lurie, director of social service, Jewish 
Tuberculosis Service, Chicago, in summarizing the 
report of this survey says: “An interesting fact 
to me was that forty-two institutions report that 
social work was being done by outside agencies. 
These outside agencies included workers of the 
public health department, Red Cross units, tuber- 
culosis associations and public and private social 
service groups. An analysis of these workers and 
the type of service they perform showed that they 
give almost entirely a nursing or educational 
service. It is safe to say that out of the forty-two 
sanatoriums who report that outside agencies are 
doing their social work, fully 50 per cent really 
have no provision for this type of service.” 

Miss Lurie reports that the sixty-one institu- 
tions offering social service as part of their pro- 
gram have a bed capacity of 13,361 beds, or ap- 
proximately 20 per cent of the total number of 
tuerculosis beds in the country. 


Ratios Cannot Be Worked Out 


The number of beds per social worker averaged 
from 24, in two sanatoriums, to 917 per worker 
in another institution. It is dangerous to work 
out any ratio at the present time because of the 
variable factors in each institution regarding the 
functions of social workers. The variation in insti- 
tutions is too large to make even an approximate 
guess as to what the standard should be. 

In 1930, when I was preparing to take over the 
social work on the tuberculosis wards at Grass- 
lands Hospital, I tried to find out from others doing 
social work in tuberculosis sanatoriums what 
standards there were to help us decide how many 


workers we should add to our staff to 
care for 90 children in a preventorium 
and an adult ward of 120—to be in- 
creased in a year to 200 beds. The 
minimum standards committee of 
the American Association of Medical 
Social Workers had nothing to offer. 
Dr. M. T. MacEachern, associate 
director, American College of Sur- 
geons, in an article in The MODERN 
HOSPITAL in October, 1930, stated 
there should be one social worker for each 200 
ward patients and out-patients and quoted at 
the same time a ratio of one social worker for every 
300 beds. Dr. Haven Emerson gives a ratio of one 
social worker for every 300 beds. We have two 
social workers for a sanatorium of 240 beds and 
feel we should have at least one more. 

Massachusetts has 3 workers covering 4 sana- 
toriums. Los Angeles County has 12 local districts 
in the health department, with only 8 social work- 
ers. Bellevue Hospital, New York City, has a head 
worker and 7 assistants in the tuberculosis service, 
with a ward capacity of 200, covering 3,000 admis- 
sions in 1934, plus 1,150 active cases in the out- 
patient department in January, 1934, in addition 
to 1,600 new cases cared for during the year. 


A Yardstick Is Needed 


Is it not time to decide what the minimum needs 
for a minimum program are? Some unit of meas- 
urement will have to be established so that we may 
all talk the same language and arrive at the mini- 
mum standard. 

Dr. C. W. Munger, director, Grasslands Hospital, 
has a unit of measurement which he has used in a 
study of several hospitals, whereby he counts arbi- 
trarily as a social service unit one in-patient day 
or two out-patient visits. This ratio is believed 
to approximate roughly the relative amounts of 
social work required by bed patients and out-pa- 
tients. This method or a similar method will have 
to be devised for a comparison of the amount of 
social work now being done in sanatoriums, before 
any estimate can be made as to a standard of how 
much needs to be done. 

What do social workers do in tuberculosis insti- 
tutions? Do they give medical-social treatment? 
Do they do health teaching? Is medical follow-up 
work done? Are they merely financial adjusters? 
Are they of service to other social agencies in the 
community? Or do social workers do anything and 
everything nobody else will do? 

It sometimes seems that the last statement is the 
correct definition, but time and results will eventu- 
ally show the patient, the institution and the com- 
munity what social services can mean when prop- 














erly used. It is, of course, tremendously difficult 
to show results when the department is under- 
staffed and the work misinterpreted, especially 
when it is considered that social service in the care 
of tuberculous patients involves the care of the 
entire family with particular attention to commu- 
nity relationships—all this over a period of years 
rather than weeks or months. 

The first step in the threefold social program 
is a full-time job in itself, involving, as it does, 
assisting the patient in making emotional adjust- 
ments to institutional life and treatment; remov- 
ing economic and family worries; keeping him in 
touch with his family as a member of the group 
in spite of his isolation; taking his mind off his 
symptoms by helping him to render service to 
others in the hospital through library service, rec- 
reation, the publishing of a ward magazine, the 
organization of patients’ clubs and other activities 
that allow patient responsibility. 

Preventive work must be carried on at the same 
time with the family as the second step. Examina- 
tion of contacts must be arranged, economic prob- 
lems must be properly solved, and physical and 
environmental factors adequately cared for, so that 
the home is prepared for the return of the patient 
at the same time that the patient is being prepared 
to return to the community. What is the use of 
giving expensive care for months to children in 
preventoriums in the finest kind of supervised envi- 
ronment, only to discharge them to meet conditions 
in homes which were largely responsible in the first 
place for the disease? 


After Care Is Difficult 


The postsanatorium care is perhaps the most 
difficult part of the social program because of the 
community attitude toward the arrested tubercu- 
lous individual and the consequent lack of resources 
for his care after he leaves the sanatorium. Much 
needs to be done in educating the community to a 
program of boarding all arrested cases who have 
no suitable homes as soon as the patients have 
received the maximum benefit from sanatorium 
care. These cases are a source of hindrance to the 
development of a constructive medical program 
in the hospital, in that they occupy beds that are 
much needed by patients on the waiting list for 
admission, who could be helped by receiving imme- 
diate treatment. 

Much still must be done in the vocational re- 
habilitation and placement field which is the third 
step in the program. We have an interesting adult 
education program at Grasslands Hospital, includ- 
ing classroom and radio courses in commercial sub- 
jects, academic high school courses, bookkeeping, 
typewriting, dramatics and home-making. We also 












give vocational guidance, including aptitude tests. 

It would add greatly to a constructive after care 
program if every sanatorium could adopt the plan 
in use at Olive View Sanatorium, Olive View, 
Calif., where convalescent camps are provided on 
the grounds for the care of selected arrested cases, 
where close medical supervision is provided, and 
the patients do all the cooking and work in the 
camp. Here occupational therapy can easily be 
continued, and better still vocational training and 
a real plan of rehabilitation can be carried out. 


Work With Wages Is Provided 


The Central New England Sanatorium, Rutland, 
Mass., has a similar “industrial colony” where 
patients may regain their earning power gradually 
while under careful medical supervision. Work 
with wages is provided in some thirty occupations 
in keeping with the patients’ needs, and vocational 
training is available, when a new trade must be 
learned to fit individual handicaps. This set-up 
has been established on the basis that it is better 
business to cure the patient once and provide him 
with a means of self-support within his limitations 
than to cure him partially over and over again. 

There are two special institutions of this kind 
in New York State. Potts Memorial Hospital, Liv- 
ingston, gives fifty persons the opportunity for 
partial or entire self-maintenance while going 
through a period of physical hardening, and the 
Altro-Work Shop, New York City, established by 
the committee for the care of the Jewish tubercu- 
lous, gives employment each year to 150 men and 
women who are not ready for full-time work. 

Doctor Plunkett, director of the division of tu- 
berculosis of the New York State department of 
health, states that the majority of patients dis- 
charged from New York sanatoriums are unfit to 
return to their original work. Social workers, re- 
sponsible for the after-care of the discharged 
patient, feel the need of many more institutions in 
New York State to assist the patient until he is 
able to work a full eight-hour day when he be- 
comes eligible for the services of the state depart- 
ment of rehabilitation. 

A similarly well organized program to help the 
patient resume his place as an economic factor in 
the community has been in operation seven or eight 
years in Hennepin County, Minnesota. Here a 
committee, composed of the educational director 
as chairman, the doctor, the director of the exten- 
sion division of the Minneapolis public schools, the 
directors of the occupational therapy, the social 
service, and the vocational guidance and rehabili- 
tation departments, considers each patient and 
outlines a plan for him in terms of the particular 
field of work it seems best for him to enter. 
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Nursing Service 


part of the hospital but until recently it was 

apparently too insignificant from an economic 
aspect to be considered in relation to hospital 
economy. Some of the reasons for the establish- 
ment of this point of view are only too evident. 
The first untrained nurses were poorly taught, 
poorly paid, and performed their work in a corre- 
spondingly poor manner. Those students of nurs- 
ing who followed the untrained nurse in the field 
were inadequately taught, overworked and woe- 
fully undersupervised, while superintendents of 
nurses and their assistants were ill-prepared, over- 
worked, and inadequately paid. 

During the past few years the hospital has be- 
come economy conscious and nurses are now 
attempting to find their place in the economic 
picture of the hospital. A study of the history and 
present plight of the nursing service will point the 
way to great changes, not only in the preparation 
and service of the nurse, but in public appreciation 
of her place in the community. 

For years now we have been struggling with the 
problem of whether our institutions should con- 
tinue using a student body or establish graduate 
staffs to carry the nursing load. 


Cost Should Not Be First Consideration 


[> nursing service has always been an integral 


The problem will never be solved so long as cost 
is given the first consideration. No one will deny 
that the aim of the hospital is service to the com- 
munity, and that its progress bears incontestable 
testimony of fulfillment beyond the dreams of its 
early leaders. When the hospital undertook a sec- 
ond responsibility, that of training nurses, it was 
trying to serve the community by giving better 
care to patients, and in this it succeeded. It failed, 
however, in measuring the contribution which its 
graduates would make toward community service. 

The major attention of the student during her 
three-year course is directed toward the treatment 
of those ills from which 10 per cent of the sick 
suffer in hospitals, while minor attention is paid 
those conditions from which 90 per cent suffer in 
their homes. The plight of nurses would be sad, 
were it not for the fact that there is much over- 
lapping in these illnesses. 
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Hospital Economy as It Affects 


The history of the nursing service 
has been one of underpay and over- 
work, the history of nursing schools 
1s closely allied to meager equipment, 
poorly planned courses of study and 
tmadequate clinical material. T he 
public must be awakened to tts re- 
sponsibility toward establishing 
standards of education for nurses 


By FAITH A. COLLINS 


Superintendent, Kenosha Hospital, Kenosha, Wis. 


A graduate nurse may be so unfamiliar with the 
symptoms of tuberculosis that she may contract it 
and reach an advanced stage of the disease before 
she recognizes her illness. What contribution is 
she able to make in community disease prevention? 
Are the money and time allocated to the training 
of nurses in a given institution returned to that 
community in service? It is costly to train poor 
material and equally costly to train good material 
poorly, from the viewpoint of community service. 

No one has ever measured the bitterness of in- 
adequately prepared nurses who realize that their 
three years’ training has not netted them the prep- 
aration others have received. It is no wonder that 
nurses continue to cite the term “exploitation.” In 
this connection I am reminded of a venerable min- 
ister who preached seven consecutive sermons upon 
the subject of repentance. When the official board 
asked the reason for this repetition, he replied that 
he would continue to preach repentance until they 
repented. When every hospital in this broad land 
discontinues the practice of exploiting student 
nurses, the word will become obsolete. 

I am not happy when I read that 300 so-called 
schools of nursing have been closed since 1926 be- 
cause I fear that they were only temporarily closed 
and may be reopened. I am afraid that other schools 
that should have been closed will increase their 
student body as demands for graduates increase. 







































To make student nurses carry the major part of 
the load of nursing care rendered patients in hos- 
pitals is as absurd as to expect the major part of 
the teaching in public schools to be carried by prac- 
tice student teachers. Why do we continue this 
practice? Because we have always followed it. 

It is time that hospital executives realized what 
is expected of a nurse and what the nurse of tomor- 
row may add to the sum total of social benefits 
which our citizenry should enjoy. They must take 
stock critically to determine if their particular 
school is able to meet the demand. Dollars and 
cents should be replaced by terms of a bigger econ- 
omy — one dealing in human life and human hap- 
piness. 


Let’s Ask for a Square Deal 


We must be willing to go to the public and admit 
that our system of nursing education with its 
duplication of meager equipment and clinical mate- 
rial is not giving a square deal to many student 
nurses and is woefully inadequate for present day 
nursing needs. The public has assumed the respon- 
sibility of educating engineers, lawyers and physi- 
cians, and will assume the responsibility for nurs- 
ing education as readily, providing it is adequately 
informed and specific recommendations are made. 

We shall then have to provide adequate care for 
a large proportion of our hospitalized patients with- 
out the help of a student body. Studies of the com- 
plete hospital service rendered to individual pa- 
tients would reveal what proportion of the whole 
is made up of nursing service. Some executives say 
that 33 1/3 per cent of the hospital budget should 
be allocated to the cost of nursing service, and 
others place the percentage well above that figure. 
Unless we revise our whole attitude toward this 
problem, we shall only be transferring the exploita- 
tion from the student body to the graduate group. 
This has in a measure already occurred as a result 
of the general economic strain. 

While we are thinking in terms of taking the 
profit out of war, it might not be out of order to 
ask that the profit be taken out of the depression. 
I mention with shame the practice of closing 
schools and forcing graduate nurses to serve for 
meals and lodging and, in some cases, a small 
stipend, in order to hold their places on the regis- 
try. The foregoing is by no means a common prac- 
tice, but low salary schedules for graduate nurses 
are all too prevalent. 

The first step in establishing a satisfactory nurs- 
ing service is the establishment of a just salary 
schedule for graduate nurses variable enough to 
take into account preparation, experience and later 
efficiency on the job. The second is an analysis of 
the nursing service in order to decide what pro- 





portion of the work may safely be assigned to 
ward maids. The third calls for the establishment 
of definite standards by which the superintendent 
of nurses may evaluate both nurses and ward maid 
applicants. 

The fourth step follows the selection of a quali- 
fied group of graduate nurses, and consists of 
advising them, through the medium of a typed or 
mimeographed folder, of the general program of 
the institution, the possibilities of promotion, bene- 
fits resulting from tenure of satisfactory service, 
unemployment benefits, term of notice to be given, 
sick leave, hospitalization discounts and vacations. 
If these are clearly set forth in the beginning many 
misunderstandings will be eliminated later on. The 
fifth point covers the availability of standard tech- 
nique books to promote efficiency and to assure a 
uniformity of procedure consistent with what 
equipment is at hand; and the sixth is the estab- 
lishment of a definite educational program de- 
signed to keep the staff on its toes, and up to date. 

The nurse well housed, well fed, well paid and 
well informed may be expected to cooperate whole- 
heartedly with the institution in its standard of 
care for its sick, in its program of prevention and 
in its program of economies. It is after all largely 
the nurse who protects equipment from injury, 
who saves time and energy by caring for and re- 
placing equipment after use. It is she who turns 
off the unnecessary light and protects furniture 
and linen from stains and burns. She is able to 
eliminate much waste in the use of drugs and 
dressings, and to achieve marked savings in the 
wear and tear of linens and the actual operation 
of the laundry. Through her habit of watching for 
leaks and early repairs, she may save the institu- 
tion an appreciable proportion of her salary. 


There May Be a Rude Awakening 


Unless hospitals make staff duty attractive, they 
are due for a rude awakening. The eight-hour day 
for private duty and the new conception of a health 
service, which will ensure adequate nursing serv- 
ice to every citizen, irrespective of his financial 
status, bid fair to reduce our nurse unemployment 
to the vanishing point. 

To make staff duty economically attractive will 
involve widespread and thorough education of the 
public. Community health surveys are valuable in 
this respect. 

An abundance of convincing, factual material 
on the needs of a consistently safe and progressive 
nursing service both in and out of the hospital, 
presented to an increasingly receptive public will 
result in the necessary subsidy.’ 





1Read at the meeting of the Tri-State Hospital Association, Chicago, 
May, 1935. 
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The Road to Publicity as Followed 


by One Sanatorium 





By JOHN M. GIBSON 


Director of Publicity, Sanatorium for the Treatment of Tuberculosis, Sanatorium, N. C. 


torium for the Treatment of Tuberculosis, 

Sanatorium, N. C., is principally supported 
by taxpayers. The problem of empty beds, a night- 
mare with the managers of many institutions of 
healing, does not exist here, for its facilities are 
inadequate to meet the demands made upon them, 
and prospective patients usually have a wait of 
several months before admittance. 

It might seem that this institution and the many 
of which it is typical would have no need for pub- 
licity, since the usual aim of publicity is to attract 
patrons. On the contrary they do need as much of 
the right kind as they can get. 

Such an institution exists and carries on its work 
only through the generosity of the taxpayer. If it 
enjoys his good will — if it has “sold” itself to him 
as a public agency that deserves his support — 
legislators will be instructed to vote generous ap- 
propriations for its maintenance. If, on the other 
hand, he regards it as just another tax-eater rest- 
ing on the heavily burdened backs of the taxpaying 
public, it cannot hope to obtain more than meager 
financial aid from the legislature. 

An institution like this needs another kind of 


IKE most large tuberculosis hospitals, the Sana- 
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publicity. If it lives up to its greatest responsi- 
bility, it cannot confine its activities to its own 
patients, it must carry on an educational health 
campaign among the general public. It must do 
what it can to prevent people from contracting 
tuberculosis. It must equip them with the knowl- 
edge needed to recognize the early symptoms of the 
disease so that they may detect it before it reaches 
an advanced stage. It must work for better living 
and social conditions generally and for the elimina- 
tion of conditions that breed tuberculosis and other 
diseases. In any number of ways it must campaign 
vigorously for human health and happiness. It can 
do this only by means of effective publicity. 


Two Kinds of Publicity 


The publicity work conducted by the North Caro- 
lina sanatorium is of two kinds. For the institu- 
tion’s patients and others who are tuberculous, or 
are especially interested in the disease, there is the 
institution’s official publication, the Sanatorium 
Sun, issued by the extension department. For the 
general public—an infinitely larger group no more 
interested in tuberculosis than in cancer, diabetes 
and heart disease and much less interested in all 








of these than in football and Huey Long—there 
is the sanatorium’s press bulletin service. 

The Sanatorium Sun was established in 1926 
and has been published continuously since that 
time. “The appearance of the Sanatorium Sun 
fulfills one of our wishes of many years’ standing,” 
said Dr. P. P. McCain, superintendent and busi- 
ness manager of the sanatorium and director of 
the extension department, in a signed editorial 
published in the initial issue. “We shall endeavor 
to make the paper not only a source of informa- 
tion but also a messenger of hope and encourage- 
ment to the many tuberculosis sufferers in our 
state.” 

In addition to its regular subscribers, copies of 
the paper are sent every month to leading news- 
papers and press associations of the state, state 
officials and county and city health officers. Thus 
the work of the sanatorium is presented regularly 
to those whose good will is essential to the success- 
ful discharge of its function as the nerve center 
of the state’s tuberculosis campaign. 

Every issue of the paper publishes local news in 
condensed form and as much news of a general 
nature regarding tuberculosis work as can be ob- 
tained. News of the activities of discharged 
patients is featured regularly. Monthly depart- 
ments, each appearing under its own headline, in- 
clude the following: “Cheerful Thoughts for the 
Month,” which consists of brief items on the 
achievements of those who have had tuberculosis, 
and other items calculated to bring encouragement 
to those fighting the disease; “Tell me, Doctor,” a 
question and answer column on tuberculosis con- 
ducted by Doctor McCain; “The Current Periodi- 
cals,” brief reviews of news and feature articles 
in current newspapers and magazines dealing in 
one way or another with tuberculosis ; “Comments 
and Observations,” short paragraphs of opinion 
on various phases of tuberculosis, as expressed by 
health experts and patients, and “Sanatorium 
Life,” a collection of jokes having a sanatorium 
“slant.” 


A Feature Article Every Month 


The choice front page position is given every 
month to a feature article on tuberculosis, usually 
written by the editor but occasionally contributed 
by a patient, a discharged patient or a physician. 
The many-sided question of tuberculosis receives 
attention in two or three editorials, their subjects 
covering a wide range, from delight over a recently 
announced reduction in the tuberculosis death rate 
to a plea for consideration for recently discharged 
patients seeking to find employment in the face 
of a great depression. Considerable space is de- 
voted to short feature articles written by the editor 





or contributed by readers. During the past few 
months the paper has contained in every issue a 
comprehensive signed review of a new or old book 
on some phase of tuberculosis, usually one available 
in the sanatorium library for those who may wish 
to read it. This has become a popular feature and 
has attracted much favorable comment. 

That wider public, not reached by the Sanato- 
rium Sun, is kept informed regarding the cam- 
paign against tuberculosis and the activities of the 
sanatorium by means of news bulletins sent out at 
frequent intervals by the institution’s publicity 
staff. All of these are not used, for they must take 
their chances with the other material flooding the 
average newspaper office, but many find their way 
into print, sometimes under arresting headlines. 
Every item is written as a regular news story, 
with date line, and lead. This material is offered 
to editors strictly as news. No editor is ever asked 
to publish anything from the sanatorium as a 
favor. No personal friendships are used to influ- 
ence an editor to violate his news judgment. 


Publicity Should Be Dignified 


Sanatorium publicity must be dignified. There 
is no room for fakes of any kind, and stunts are 
utterly out of place. This greatly limits the mate- 
rial constituting proper sanatorium publicity, but 
the field is still large. News of various kinds is 
constantly breaking, and forms the basis of the 
institution’s news releases. It goes without saying 
that every effort is made to ensure absolute factual 
accuracy in every release. 

Although editors frown upon any kind of propa- 
ganda that can easily be spotted as such, propa- 
ganda of a constructive, helpful kind, if carefully 
prepared, can have sufficient reader interest to 
justify its use. North Carolina editors have been 
hospitable to regularly issued news stories based 
on health articles appearing in the Sanatorium 
Sun. Such material serves the multiple purpose 
of providing thousands of newspaper readers with 
helpful health knowledge. 

The National Tuberculosis Association issues 
from time to time illustrated booklets on the pre- 
vention and cure of tuberculosis, and these are 
sent in quantity to sanatoriums for distribution. 
Usually these contain information of a general 
nature which, if properly presented in news bulle- 
tins, will be used by newspaper editors in their 
news columns. 

Similar news articles are prepared from the 
biennial reports and other statistica] records of 
the officials of the sanatorium. These call attention 
to the actual work of the institution and help 
greatly in impressing upon people all over the 
state the important part it is playing. 
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Policies of Local Governments With 


Regard to Hospitals: 


HAT are the recent trends in govern- 

\ / \ / ment policies regarding hospitals? Dur- 
ing the past ten years the number of 

hospital beds maintained by local, state and na- 
tional governments has grown 47 per cent, mostly 
in institutions dealing with particular diseases, 
notably mental disease and tuberculosis, while the 
increase in nongovernment hospital beds has 
been only about 17 per cent. The issues with which 
this paper is concerned, however, relate only to 
general hospitals, and not to special institutions. 

To what extent do general hospitals, owned and 
operated by cities, counties and states, provide 
hospital service for all classes of the community 
and not merely for the “poor”? How many of 
these government general hospitals receive paying 
patients of private physicians? How common is 
the practice of paying nongovernment general 
hospitals from tax funds for the care of indigents? 
Questionnaires were sent to the 426 general hospi- 
tals under the control of cities, counties or states. 
Federal hospitals were omitted as well as special 
governmental hospitals. Of the 426 questioned, 
309 responded and 117 were not heard from. Only 
35 or about one-tenth of the hospitals responding 
were state controlled governmental hospitals, so 
this study concerns city and county hospitals.’ 

The large majority of these government general 
hospitals, in addition to caring for indigents, care 
for patients who pay some or all of their hospital 
bills. In small cities the percentage of this paying 
type of patient is higher than in large cities. Un- 
doubtedly, large cities have so many indigents de- 
manding free beds that government general 
hospitals do not have a great many other beds 
available for paying patients. 

It was found that more than 50 per cent of the 
government general hospitals were controlled by a 
city or jointly by a city and county. County hospi- 
tals were next in number and state hospitals were 
last, the exact numbers being as foliows: city hos- 
pitals, 1388; county hospitals, 106; city-county hos- 
pitals, 19; state hospitals, 35; 3 did not answer. 





*Abstract of a report on community relations and administrative 
practice of the American Hospital Associetion in cooperation with the 
bureau of medical economies of the American Medical Association. 

'The questionnaires were compiled and analyzed for the council by 
Mrs. Marcella River Lehmann. The advice and cooperation of Dr. R. G. 
Leland of the bureau of medical economics of the American Medical 
Association is gratefully acknowledged by the council. 
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Of the small group of thirty-five state hospitals 
which answered the questionnaire, fourteen were 
state university hospitals and eleven were hospitals 
in Pennsylvania, Mississippi and Louisiana. Thirty 
of these state hospitals admit paying patients. The 
average percentage of gross expenses received 
from patients by these hospitals was 42 per cent. 

It was thought that perhaps those government 
general hospitals receiving paying patients were 
the only hospitals in their counties and conse- 
quently that they had to furnish care for all. This 











ACCEPTANCE OF PAYING PATIENTS BY GOVERNMENT GEN- | 
ERAL HOSPITALS, 1934, BY SIZE OF CITIES 
Under 4,000- 16,000- Over 
4,000 15,999 100,000 100,000 Total 
No. of Gov. Gen. 
Hosp. Accepting 
Pay Patients 43 111 59 52 265 
No. of Gov. Gen. 
Hosps. Not Ac- 
cepting Pay Pa- 
tients 1 10 sj 15 33 
298 
No Answer 3 
301 








was not generally true, although wherever a gov- 
ernment general hospital refused to admit paying 
patients, there were other private hospitals in the 
county. Twice as many (187) government hos- 
pitals accepting paying patients were in counties 
containing private hospital facilities as were in 
counties without other hospitals, (78). 

In general, the 265 government general hospitals 
accepting paying patients are small hospitals in 
small cities. Of these, 116 were hospitals of less 
than 50 beds and 154 of the total were in towns 
with less than 16,000 population. 

Conversely, the 33 hospitals refusing to admit 
paying patients are mostly large hospitals in large 
cities. Half of them exist in cities with populations 
of over 100,000 and half are hospitals between 100 
and 500 in bed capacity. 

A great many hospitals reported that they ad- 
mitted doctors’ private patients to the hospital 
whether or not they charged them for their hos- 
pitalizing, but the number of hospitals per- 
mitting physicians to collect fees was smaller. 











Private patients were 58.1 per cent of the total 
patients admitted in the small city government 
hospitals and 9.9 per cent of the total patients 
admitted in the large city government hospitals. 











GOVERNMENT GENERAL HOSPITAL POLICY WITH REGARD 
TO PHYSICIANS’ PRIVATE PATIENTS 
Cities With Pop- Cities With Pop- 
Hospital ulation under ulation over 
Policy 100,000 100,000 
No. Percent. No. Percent. 
Admit physicians’ 
priv. patients 188 85 35 53 
Do not admit physi- 
cians’ priv. patients 19 15 31 47 
Permit physicians to 
collect fees from 
these patients 179 83 24 36 
Do not permit physi- 
cians to collect fees 
from these patients 37 17 42 64 











These percentages are figured only from the sta- 
tistics of hospitals admitting paying patients. 

The same ratio held true in financial considera- 
tions. The smaller hospitals in smaller towns (un- 
der 100,000 population) gained the most by using 
this plan. Those hospitals in cities with a popula- 
tion under 4,000 received on the average 50 per 
cent of their gross operating expenses from pa- 
tients’ payments (the percentage from private 
patients alone is not known) ; hospitals in cities be- 
tween 4,000 and 16,000 population met 58 per cent 
of their gross operating expenses from this source; 
hospitals in cities between 16,000 and 100,000 met 
60 per cent; while in cities over 100,000, the hospi- 
tals recovered only 28 per cent of their gross 
operating expenses from patients’ payments. 

In cities under 100,000 population, patients’ pay- 
ments covered on the average 62.8 per cent of the 





AVERAGE FEE RATES IN GOVERNMENT GENERAL HOSPITALS 





Hospitals in Cities Hospitals in Cities 





Class of With Population With Population 
Accommodation Under 100,000 Over 100,000 
Ward $2.92 $3.24 
Semiprivate 3.72 5.63 
Private 5.19 7.14 
Unclassified 3.81 3.48 











gross operating expenses in government general 
hospitals while in cities over 100,000 population the 
average was only 20.7 per cent. Conversely, re- 
ceipts from taxes in small city government general 
hospitals (from city and county funds) were only 
45.9 per cent of gross operating expenses, but were 
90.2 per cent in large city hospitals. 

The fees charged patients for accommodations 





1Total receipts reported from patients and tax funds exceed operating 
expenses in both the large city and small city hospitals. This is prob- 
ably due in part to occasional duplication on the questionnaires. 








in government general hospitals accepting paying 
patients seem to run about the same as those in 
similarly located voluntary hospitals. 

The superintendents of these government hospi- 
tals were most often nurses in the small cities and 
doctors in the large cities. 

In the government general hospitals studied, the 
average length of stay was 15.4 days in the smaller 
city and 21.6 days in the larger city institutions. 
This may be compared with 12 days for voluntary 
hospitals in Chicago and 12.8 days for twenty New 
York hospitals. 

In conjunction with this study of government 
general hospitals, another study was made by the 
American Hospital Association with the coopera- 
tion of the American Public Welfare Association. 
This study attempted to discover the disposition of 
indigent cases needing hospitalization by county 
public welfare officials. Were such indigents being 
sent to government hospitals in the county, to gov- 
ernment hospitals in neighboring counties or to 
local nongovernment hospitals? If to the last, were 
the hospitals paid from public funds for caring for 
these patients and on what basis? 

A questionnaire was sent to about 950 local pub- 
lic welfare officials in as many counties in seventeen 
states.! The state department of welfare in New 
York itself filled out questionnaires for every 
county in the state, so these answers were tabulated 
with the others, making eighteen states altogether. 
Questionnaires were sent to a public welfare offi- 
cial in every county of these eighteen states, the 
states having been selected with a view to repre- 
senting all different sections of the country. 

Answers were received from 572 counties or 
about 60 per cent of those sent questionnaires. 
There were in reality 624 answers because from the 
State of New York answers were sent by 109 cities 
and not by counties. These 109 cities covered fifty- 
seven counties so that in most of the computations, 
New York was represented by a total of fifty-seven 
counties. All New Hampshire counties reported. 
The average was a 47 per cent return. Over two- 
thirds of the counties answering the questionnaire 
had no government hospitals at all, so this method 
of hospitalizing their indigent sick was denied 
them. Of these, 376 counties answering the ques- 
tionnaire had no government hospitals of their 
own and 232, or 62 per cent, sent indigent patients 
to government general hospitals elsewhere. Many 
of these also used local nongovernment hospitals. 

The most frequent method of hospitalizing indi- 
gent patients was by means of local private hospi- 
tals to which payments were made from tax funds. 
Out of a total of 609 counties, 428, or 70 per cent, 





1Alabama, Arizona, California, Colorado, Georgia, Kansas, Michigan, 
Minnesota, Mississippi, New Hampshire, New Mexico, North Carolina, 
Ohio, Pennsylvania, Virginia, Washington, Wyoming. 
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stated that they paid for the hospitalization of 
their indigent sick in the local hospitals. Of the 
30 per cent which did not use nongovernment hos- 
pitals at all, more than half were using their own 
government hospital or one in a nearby county. 
As to method of payment, that used most fre- 
quently was the specific amount per patient day, 
with 361 hospitals paying by amount per patient 
day, and 64 by the lump sum method. The method 
of payment was not given by 17 counties. Fourteen 
counties reported both methods of payment. 


What 572 Counties Are Doing 


A study was made of the questionnaires to give a 
general picture of what these 572 counties were 
doing to take care of the hospitalization of their 
indigent sick. The questionnaires were divided by 
size of city in which the public welfare official 
answering was located, and then tabulated by their 
method of hospitalizing indigent sick. New York 
State was omitted because of the duplication pre- 
viously referred to. The following table clearly 
indicates that the commonest usage is to hospitalize 
indigent sick in private hospitals, paying for their 
care from tax funds. 

When these data are analyzed in reference to the 
various sizes of cities, it is found that 93 per cent 
of the small towns are without government general 





PAYMENT FOR HOSPITALIZATION OF INDIGENTS IN COUN- 
TIES WITH AND WITHOUT GOVERNMENT GENERAL 
HOSPITALS 





Do Not Pay for 
Pay for Indigents Indigents in Non- 
in Nongovern- government 
ment Hosps. Hosps. 





No. of counties 

having gov. 

gen. hosps. 43 17.8 per cent 47 9.0 per cent 
No. of counties 

without gov. 

gen. hosps. 293 56.7 percent 132 26.5 per cent 


—— _ 














336 64.5 percent 179 35.5 per cent 





hospitals, but that 63 per cent of them pay for care 
of their indigent in local nongovernment hospitals. 
In large cities, the first figure is reversed; 89 per 
cent of the largest cities have government hospitals 
of their own, and, in addition, 44 per cent of these 
same cities pay for care of the indigent in other 
local hospitals. 

A study of the nine states whose counties made 
more than a 50 per cent return in answering the 
questionnaire regarding payment to private gen- 
eral hospitals for care of the indigent sick, dem- 
onstrated that the predominating policy was to pay 
for this hospitalization. The four hundred counties 
studied are in Arizona, California, Kansas, Missis- 
sippi, New Hampshire, New Mexico, New York, 
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North Carolina and Virginia, and the results 
showed that 274 counties paid for care of the indi- 
gent in voluntary hospitals as compared to 126 
which did not. 

The results of these studies are summarized as 
follows: 

1. Government general hospitals, in addition to 
their traditional care of the poor, are more and 
more frequently admitting paying patients as well. 
Approximately 89 per cent of them have adopted 
such a policy. The percentage of hospitals admit- 
ting paying patients in large cities is only 77 per 
cent, while about 95 per cent of the small city 
hospitals admit paying patients. 

2. The policy of admitting paying patients to 
government general hospitals is not necessarily 
used only in counties without any other hospital 
facilities whatever. More than half of these hospi- 
tals admitting paying patients are in counties 
where many other hospital facilities are available. 

3. The majority of small city government gen- 
eral hospitals and slightly more than half of the big 
city government general hospitals admit physi- 
cians’ private patients. Usually they permit the 
physicians to charge such patients a fee for serv- 
ices. 

4. More than half the admissions to small city 
government general hospitals were private pa- 
tients, as distinguished from indigent patients. Of 
the admissions to big city government general hos- 
pitals, less than one-tenth were private. 

5. The policy of admitting paying patients to 
government general hospitals has been of financial 
value in all hospitals where it has been used. In the 
small city government general hospitals payments 
from paying patients meet on the average about 
62 per cent of the gross operating expense. In 
hospitals in cities with over 100,000 population, it 
is much less important financially. 

6. A large number of counties have no govern- 
ment hospital at all within their borders.’ Hence 
they must use some other method of hospitalizing 
their indigent sick. 

7. Counties having a government general hos- 
pital usually care for all their indigents there, so 
far as facilities permit; but many of them also 
care for some of their indigents in local voluntary 
hospitals, paying these hospitals for the care given. 

8. Counties not having a government general 
hospital sometimes send their indigents to neigh- 
boring government general hospitals, but usually 
they pay for their care in local voluntary hospitals. 

9. The manner of paying voluntary hospitals 
for the care of indigents is generally by the method 
of a specified amount per patient day. 


10f the 3,073 counties in the United States, 1,300 have no general 
hospitals at all, 1,320 have only nongovernment genera! hospitals, 450 
have local general hospitals under government auspices. In 296 of these 
450 counties, there are also nongovernment general hospitals. 






Completely hidden from view, Highland Park Hospital, as it appears in summer. 
Numerous garden spots attest to the pride which the community takes in its 
hospital. When the trees are bare it reveals itself as a pretentious country home, 
its soft red face brick exterior and blue shutters presenting an inviting appearance. 








Highland Park Plan 
Wins Hospital Support 


By RAYMOND P. SLOAN 


The story of a suburban hospital that Associate Editor, The MopERN HospiTAL 
met the problem of public support by 
‘ ‘ aid from a steadily widening circle of faithful 
a plan designed to fit its own needs friends. 
1 w lI wor h a Li Inasmuch as this story, deals principally with 
ie ’ “" ittle J ried ~ the financial support which the hospital has 
Highland Park, Ill. So climb aboard achieved through its own individual methods, it is 
I] J | b h , lj only logical to start with the year 1932, which 
aul ready to learn avout osputa 1Za- marked a turning point in its history. Prior to 
. ae : : that time modest annual operating deficits of 
n n 
catenins bes g practiced today, and $2,000 or $3,000 had been met by contributions 
successfully too, alongside Chicago S from some two hundred citizens. Changing con- 
E C C] b ditions presented new emergencies. Faced with 
famous +moor ountry uo. an increased deficit and diminishing contributions, 


it became evident that something must be done. 

That year for the first time the sale of “service 

certificates” was introduced. A book containing 

[= dire consequences of the economic storm certificates of various denominations was given 





which has inflicted such hardships upon the each solicitor. These certificates entitled the pur- 

country as a whole during recent years did chaser or a member of his family to an equivalent 
not become manifest in Highland Park, IIl., until sum in hospital service during the following year 
the start of 1932. The pinch of hard times had with the understanding that at the end of the 
never before pressed heavily upon this suburban year, if the amount of the certificate were not 
town, just thirty miles north of Chicago. Its very applied to hospital service, it would revert to the 
location, with the broad expanses of the Exmoor institution. 


fi ij } Country Club closely adjacent, attested to its PI ee ae 
BY) , . : . edges Were Encouraged 
77, financial rating and contributed an air of good 
ff Jy fi breeding. It was then, as it is today, a typical The service certificates were issued in five, ten 
y jae, better class American suburban community. and twenty-five dollar denominations, each iden- 
($F: Like innumerable other towns scattered here tified by different colored engraved borders. Pro- 
oA) and there in almost every direction, Highland vision was made for lesser sums by receipt forms 
q} Park has benefited by the presence of a relatively bound in the same book. Those who did not feel 
yy, small group of public-spirited men and women able to pay in advance were encouraged to make 
ES who gave generously of their time and money for pledges with monthly payments. Experience has 
—_ the good of the community as a whole. Many of proved that payments on these pledges have been 
~~ these local citizens have passed on but their efforts entirely satisfactory. 
Ba 3 were not in vain. The seeds of public spirit they It was found easier for the solicitor to sell a 
~ sowed have gone deep into the soil, assuring abun- certificate than to secure a contribution. Those 
ae dant harvest for future generations. were days when the pinch of necessity was making 
va 3 It was largely through the interest of these itself felt, and the buyer recognized the possible 
Lp few staunch citizens that the Highland Park Hos- value to him of the certificate. It was also dis- 


pital was realized. That was some sixteen years covered that the community as a whole was be- 
ago. It was built for the community. During the coming more conscious of its need for the hospital. 
ensuing years, it has become a community institu- Results tell the story. The first campaign pro- 
tion in the true sense of the word, serving a popu- duced twice as much money as had previously been 
jo! lation of about 25,000, and deriving its financial contributed and increased the participants by 
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over 300 per cent. In other words, $8,101 in cer- 
tificates were sold to 690 purchasers. 

The question at that time in the mind of R. P. 
Sherer, president, and others on the board, was of 
course, what percentage of certificates will be 
turned in for service rendered, and therefore, 
what net sum can be counted upon to cover the 
cash operating deficit. Mr. Sherer answers this 
today as follows: ‘Even if the result should prove 
a disappointment, it was recognized that the large 
increase in underwriters was of value, and that 
many who held a credit and had previously gone 
elsewhere would be inclined to utilize the local 
institution. At the close of the first year it was 
found that 3714 per cent of the certificates had 
been used, and this factor has remained so nearly 
constant that it can be considered a sound guide 
in the future unless perhaps better times induce 
greater hospital usage. But if, and when, this 
happens, there will, of course, be a lesser deficit 
to face. 

“Further analysis showed that for each one 
dollar of certificate turned in, the purchaser had 
paid in cash two dollars additional. Or to put it in 
another way, the buyer has ‘insured’ himself only 
to the extent of one-third his actual requirements. 
There were many instances of families who had 
never before used the hospital taking advantage 
of their certificates. The added gross revenue di- 
rectly resulting from the sale of the certificate was 
of distinct benefit.” 





All the touches which go to make a real home are found in the sun room at the extreme end of one of the 
hospital’s wings. A beautifully colored oil painting hung over the fireplace catches the eye far down the corridor. 














Once a start had been made and a pattern estab- 
lished, successive campaigns proved less difficult 
and more productive. In 1933, the amount of 
certificates sold reached $9,659, and the number of 
subscribers, 850. This jumped to $11,036 in 1934 
with the subscribers totaling 990. 

The campaign gets under way each September. 
Thirty days before the expiration of the current 
certificates, notices are sent to all holders remind- 
ing them of their unused certificates. This does 
not, as might be supposed, bring a substantial last 
minute rush of patients, but does build goodwill 
for the approaching campaign. With the success 
of the plan clearly established, it has been easier 
to increase the number of captains and workers 
and thus ensure a more efficient coverage. 

“With due credit to an able campaign commit- 
tee, there is no question that the plan or idea itself 
was the key to its success,” according to Mr. 
Sherer. ‘The very fact that about one-third of the 
total number of families in the immediate terri- 
tory of the hospital have a credit on its books, 
assures satisfactory occupancy percentages during 
the coming year. What is more, the intangible 
good will factor so vital to an institution in any 
community has been strengthened by this rela- 
tively painless yet effective method of meeting 
an emergency.” 

The service certificate plan has lately been re- 
studied to meet two new contingencies, the pro- 
posed launching of a Highland Park Community 
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Chest and the growing tendency toward group 
hospitalization insurance. Details have not as yet 
been worked out, but it is likely in the event of the 
formation of a community chest that a certificate 
will be issued to each subscriber to the community 
chest in direct proportion to the ratio which the 
hospital budget bears to 
the total chest budget. 
“This will still further 
increase the partici- 
pants,” Mr. Sherer 
points out. “In fact, it 
will probably double the 
number of families rep- 
resented and continue 
those features of the 
Highland Park Plan 
which have proved so 
successful.” 

Directors of the hospi- 
tal have likewise given 
much thought to the or- 
ganization of a group 
insurance plan. The fact 
that Highland Park is 
essentially a residential 
suburb with no indus- 
trial groups other than 
teachers and city em- 
ployees around which to 
build such a plan makes 
its application seem re- 
mote. Furthermore, it is 
felt that any insurance 
plan would prove confus- 
ing if introduced while 
the certificate plan is in 
operation. 

“Yet it may prove a 
stepping stone to the 
group hospitalization in- 
surance plan in the 
future,” Mr. Sherer adds. 
“Insurance against hos- 
pitalization costs is now 
a part of the family 
budget in the community 
through the present plan. 
It is wholly inadequate 
as yet, but a start has been made. If the opera- 
tion of the community chest spreads the ‘insur- 
ance against hospitalization costs’ idea still more 
widely through the community, it is probable that 
some adaptation of the many successful group 
plans can be fitted into the service certificate plan 
which began as a money raising device.” 

Much of the ground work for successfully con- 
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ducting these service certificate campaigns each 
year was laid long before they were ever con- 
ceived. First organized as a community hospital, 
Highland Park has been developed along those 
lines. In addition to its board of managers, it has 
what is known as a board of regents comprising 





Patients’ rooms look out on bright patches of perennial gardens, 
vivid against a background of green trees and shrubs. Less of the 
hospital and more of the home is apparent in the private rooms. 





some seventy-five men and women who are elected 
for a two-year term, following which they may be 
reappointed or dropped. From this group are se- 
lected the chairmen of committees handling such 
matters as public relations, house maintenance, 
nursing service and endowment and special gifts. 

Supplementing this substantial group of inter- 
ested men and women who serve the hospital in 


















various capacities, is the women’s auxiliary which 
numbers almost three hundred. This is not merely 
a hospital project but a community organization 
which gathers at frequent intervals. 

Other local bodies, too, act in response to the 
hospital’s needs. Within the past year, for ex- 
ample, additional x-ray equipment was installed 
through donations received from the Highland 
Park Young Men’s Club as well as the Highland 
Park Women’s Club. 

Much of the hospital’s work, in fact, is closely 
allied to community affairs. The baby clinic, for 
example, while centered at the hospital is not 
operated by it but under the auspices of the Vil- 
lage Welfare. Similarly, the dental clinic held 
regularly at the hospital is operated by the schools. 

Another factor which has helped to establish 
the hospital as a health center in the community 
is that men on the staff, of whom there are twenty- 
eight, many of them leading doctors and surgeons 
with offices in Chicago, use the hospital as their 
local office where they see patients on Sundays and 
at other times by special appointment. This, in 
fact, presented a problem when the eight-hour day 
for nurses was instituted. Extra activity about the 
hospital on Sundays due to the presence of so 
many doctors made it necessary to arrange the 
schedule so that the nurses could be compensated 
during the week for additional hours of duty. 


More Home Than Hospital 


In keeping with the character of the service 
rendered and its surroundings, the hospital’s 
physical plant more closely resembles a large 
country home than an institution. Almost hidden 
in a grove of beautiful trees surrounded by abun- 
dant and luxurious planting, it has none of the 
professional air about it. Its soft red brick face is 
made more decorative and colorful by wooden 
shutters of dull blue. 

Flowers and blossoming shrubs surrounding it 
on all sides again attest to community interest. A 
flight of stone steps, for example, leading to the 
main entrance bears a plate ascribing the gift to 
the Garden Club of Highland Park. Bird baths 
and other garden appurtenances are similarly 
labeled with the name of the donor. 

Inside, the same atmosphere of country home 
life prevails. The hospital has forty-seven beds 
with seventeen bassinets. There are twenty-two 
private rooms, two three-bed wards and nine two- 
bed wards. All rooms, whether they are private 
or semiprivate, have large windows, many of them 
with two exposures, all giving access to bright 
patches of perennial gardens, vivid against a back- 
ground of green trees and shrubs. 

About 50 per cent of the work is done in pri- 





vate rooms. In fact, the hospital does little or no 
charity work as it is generally known. Every case 
is accounted for, recompense being received either 
from relief agencies or some other source. Fre- 
quently, where some such arrangement is possible, 
the patient works off his obligation by rendering 
personal service. If he happens to be a painter or 
carpenter, he is given the opportunity of doing 
some work about the building. If not qualified for 
other labor, he can always show his appreciation 
by mowing the lawn. 

Private rooms range in price from $6 to $10 a 
day and semiprivate accommodations from $3.50 
to $5. There is a flat rate maternity fee of $50 for 
ten days’ care in a semiprivate room and $65 for 
ten days’ care in a private room. 


42 Employees Carry the Load 


Under careful supervision by Marjorie Ibsen, 
superintendent, and her assistants, the hospital is 
operated with approximately forty-two employees. 
This means doubling up on many occasions to meet 
emergencies. Twelve graduate nurses are regu- 
larly employed with six helpers. These assistants 
are girls with bedside training and wear special 
uniforms. This arangement has worked out well, 
according to Miss Ibsen, these assistants being 
able to perform many minor duties which would 
otherwise require the time and attention of a 
trained nurse. Then there are three technicians, a 
dietitian, housekeeper and supplementary workers 
coming under the jurisdiction of these department 
heads. Betty Hull, assistant to Miss Ibsen, also 
has complete charge of the records and serves as 
supervisor of nurses. 

Community interest has enabled the hospital not 
only to carry on during recent lean years but to 
undertake extensive rehabilitation work both in 
the hospital building and the nurses’ home. 
Through the efforts of the women’s auxiliary, pa- 
tients’ rooms have been made more attractive by 
new gayly decorated hangings at the windows. 
Also during the past year a room and reception 
hall were decorated and refurnished by members 
of the present and past boards of managers. 

Started sixteen years ago on a community plan, 
the Highland Park Hospital is following through 
on that sound basis and successfully, too. It is all 
summed up in a quotation from the last annual 
report of Sellar Bullard, president of the board of 
managers of the hospital from 1923 to 1933: 

“What they —those public-spirited men and 
women — planted has grown so that today its 
roots are firmly imbedded in the hearts of the 
community and its branches protect every man, 
woman and child in these parts from disease, sick- 
ness and many times, death.” 
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Coordinating the Efforts of Hospital 
and Physician 


By J. J. GOLUB, MD. 


Director, Hospital for Joint Diseases, New York City 


HOSE basic and significant 
factors on which there is 
agreement must be recalled to 
mind by any group involved in seri- 
ous controversy lest constructive 
criticism be mistaken for a cleavage 
of purpose. It is well to remember 
that methods, not objectives, are in 
question. The hospital cannot be 
separated from the doctor; both serve one cause 
and its concomitants. Their disagreement arises 
from conflicting economic viewpoints. 

Medical men are divided into liberal and con- 
servative groups, with corresponding attitudes 
toward such social measures as health insurance, 
costs of medical care, and group payment for hos- 
pital service. It is well to remember that existing 
conditions in the medical world are not hopelessly 
bad and that social legislation is not without its 
advantages. In any proposed social measure hos- 
pitals are concerned only with specific matters that 
affect hospital service. And since effective hospital 
service cannot be given without the physician it is 
reasonable to expect that hospital authorities would 
not encourage any activities or support any social 
measures that would impair his usefulness, his 
prestige or his livelihood. 

If we despair of the increasing number of people 
unable to meet their sickness bills, a condition 
responsible for the present financial difficulties of 
physicians, we must at the same time realize that 
there has always existed a large group incapable 
of paying for hospital as well as medical service. 
The number of ward beds and ward patients has 
always far exceeded the number of private ones in 
voluntary hospitals, to say nothing of the large 
group of patients served by federal, state, county 
and municipal institutions. Moreover, even in the 
days of prosperity when physicians complained 
less about their incomes, voluntary hospitals ex- 
perienced deficits. 

It is suspected that dispensary privileges are 
abused, and that many patients who should engage 
the services of private physicians receive free 


Vol. 45, No. 2, August, 1935 


Hospitals and physicians cannot be separated, they work 


together, healing, studying, teaching, supplementing each 


other in their achievements. Varying economic viewpoints 


should not be allowed to threaten a precious unity 


treatment. If this constitutes unfair competition 
and interference with the livelihood of doctors, it 
must be realized that the solution cannot be found 
in legislation which prohibits dispensaries from 
charging any fees, as was proposed last year in 
New York State. Legislation along these lines 
would result in the shutting down of voluntary 
dispensaries. 

If a way were found of operating voluntary dis- 
pensaries under such a law, many, if not all, of 
the patients who have hitherto paid the nominal 
dispensary fees would merely get this medical 
service entirely free. They would not go to a pri- 
vate physician. It is reasonable to expect that if a 
patient goes to a dispensary to save a part of the 
fee he would have to pay to a private physician, he 
would certainly take advantage of voluntary dis- 
pensaries or city operated clinics required to serve 
without charge. 

The physician and the hospital are frequently 
criticized and admonished in articles published in 
medical and lay journals. Their faults are pointed 
out to them ; they are cautioned about this and that, 
and are often reproved. 


A Cause for Misunderstanding 


Although physicians and hospital people have 
from time to time deliberated upon and discussed 
their common problems, they have failed to agree 
on a solution. A cause for the present misunder- 
standing is our human unwillingness to submit 
our own roles to rigid examination. In order to 
alter or improve any group attitude and action, the 
component members’ thoughts and practices must 
be altered or improved. Individual attitude and 








action, when considered in combined form, consti- 
tute group attitude and group action. 

Recognition of the fact that as individuals we 
all contribute to the creation and continuation of 
vexatious problems, is a first step toward improve- 
ment. Accordingly, a scheme for desirable rela- 
tionship between the hospital and its medical staff 
is here set down, with the prayer that it may be 
accepted and practiced by hospital trustees, hospi- 
tal executives and medical staff members, to the 
end that the growing estrangement between the 
physician and his hospital may be checked. 


Responsibilities of the Hospital to the Medical 
Staff 


1. A scientifically planned and constructed hos- 
pital, ably and justly administered. 

2. Suitable laboratory, x-ray, basal metabolism, 
electrocardiography and other auxiliary facilities 
and apparatus for diagnosis and therapy. 

3. A sufficient number of ward beds for adequate 
service to the poor, and private and semiprivate 
accommodations at reasonable rates. 

4, A well organized out-patient service for the 
poor only, with control of those abuses that tend to 
lessen legitimate sources of livelihood of physi- 
cians. 

5. An adequate nursing service. 

6. Research facilities and teaching opportunities 
and facilities. 

7. An efficient social service department, to sup- 
plement the services of the hospital and physician 
by giving the patient such comforts as mental ease, 
convalescent care, and financial assistance through 
direct relief or reference to other relief agencies. 

8. Asympathetic and intelligent attitude toward 
professional and economic problems of the physi- 
cian and the community. 

9. A willingness to listen to and seriously con- 
sider suggestions and complaints. 

10. Nonparticipation in contract practice when 
this is found to compete with private practice and 
to lessen the sources of income of physicians. 

11. Public recognition, in the hospital’s account 
of its activities to the community, of the generous 
free service rendered by physicians as their con- 
tribution to the charitable work being done by 
the hospital. 

12. Adherence to the requirements and stand- 
ards of the American Medical Association, the 
American College of Surgeons and the American 
Hospital Association. 

13. Courtesy and kindness toward the medical 
staff, unattached medical visitors, family physi- 
cians and all other visitors. 

14. Appointments and promotions based on 
merit. 


74 


Responsibilities of the Medical Staff to the 
Hospital 


1. Ethical practice of medicine. 

2. Thorough and scientific medical care of pa- 
tients. 

3. Adequate and punctual attendance at hospital 
and out-patient departments. 

4. Organization into suitable groups, as medical 
board, clinical society and departmental confer- 
ences. 

5. Serving on hospital committees. 

6. Attendance at hospital, clinical, and scientific 
conferences. 

7. Cooperation with other services and fellow 
staff members. 

8. Instruction and development of younger staff 
members. 

9. Instruction to nurses, medical students, and 
graduates in medicine. 

10. Promotion of postmortem examinations. 

11. Asympathetic and intelligent understanding 
of social service and its aims. 

12. Understanding of and cooperation in ad- 
ministrative problems and difficulties, and con- 
structive criticism to the administration for bet- 
terment of the services. 

13. Economical use of hospital supplies and 
funds. 

14. Loyalty to and support of the hospital. 

The hospital and its medical staff must join 
hands if they are to meet the forces threatening 
them. Doctors and hospital trustees must cooper- 
atively and constructively solve their own prob- 
lems if they are to continue to hold the confidence 
and high regard of the public. The hospital owes 
much to its medical staff and the medical staff owes 
no less to the hospital. Shall not the aim be a 
clearer enunciation of principles, policies and 
practices which are acceptable to and supported by 
both the legal trustees of the hospital and the prac- 
titioners of medicine selected by them? 





Making Hospital Rounds 


One of the routine duties of the hospital superintendent 
is making rounds, not just when the spirit moves him, but 
according to a laid out schedule so that all hospital prop- 
erty is visited frequently. 

Instead of paying surprise visits, W. Mezger, superin- 
tendent, Knickerbocker Hospital, New York City, prefers 
to announce an inspection to be made jointly with the per- 
son or persons who have particular interest in the place 
visited, such as the superintendent of nurses in the wards, 
the chief dietitian in the kitchen, the housekeeper, the chief 
engineers or the department heads in their respective do- 
mains. It becomes then a consultation or discussion as to 
what constitutes “a house in order.” On such occasions 
have been developed any number of improvements in serv- 
ice and technique. 
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A Self-Analysis for Superintendents 


tal administration? Are you well rounded 

in your approach to the subject and thor- 
oughly informed of all significant details? Have 
you the imagination and organizing ability to ad- 
minister your hospital effectively ? 

No man will be harmed by asking himself such 
questions as these from time to time and taking 
what steps he can to obtain the answers. Through 
a fortunate arrangement, The MODERN HOSPITAL 
is able to offer help in this connection. The officials 
who conducted a recent series of civil service ex- 
aminations for the positions of general medical 
superintendent and medical superintendent of a 
municipal hospital and superintendent of a home 
for dependents have kindly made the questions they 
used available to the hospital field at large. 

If you wish to check yourself, see what you can 
do with one of the following examinations in four 
hours. 


H« thorough a grasp do you have on hospi- 


EXAMINATION FOR GENERAL MEDICAL 
SUPERINTENDENT 


Part I 


Note: Answer any eight of the following ten 
questions. Make your answers as brief as possible. 

1. Draw up a typical scheme of organization (in 
skeleton form) for a public hospital in a commu- 
nity of 40,000 people that has no other hospital 
facilities. Give an approximate idea as to (a) 
construction cost; (b) equipment cost; (c) per 
capita per diem cost of operation. 

2. What are the opportunities of the hospital 
administrator himself in the matter of (a) educa- 
tion; (b) research? How may he take advantage 
of them? 

3. Outline a plan of cooperation between (a) the 
hospital and its out-patient department, and (b) 
the hospital administrator and the medical staff. 

4. What are the advantages and disadvantages 
of schools of nursing in hospitals, from the commu- 
nity point of view? 

5. Name the essential points that you would look 
for during a brief inspection of a hospital, to deter- 
mine whether it was being administered properly. 

6. Supposing you, alone, were responsible for 
medical staff appointments, what information 
would you want concerning a physician, in order 

(Select one, and only one of the following) 

a. To make a new staff appointment 


Vol. 45, No. 2, August, 1935 


b. To decide upon whom to promote to a vacancy 
of higher rank 

c. To decide upon reappointment to the staff. 

7. How and why would you decide the following 
controversial points: 

a. The request of a staff member, retained for 
legal purposes, to see the record of a patient at- 
tended by a different staff member. 

b. The relative rights of internist and surgeon, 
when the latter has been called in consultation on 
a ward patient of the former. 

c. The right to interpret x-ray films between 
attending physician and radiographer. 

8. What is the significance of a high mortality 
rate in a hospitai? 

9. Assuming that money is available for the pur- 
pose, what kind of floor would you recommend for 
use in: (a) the chemistry laboratory; (b) the oper- 
ating room; (c) the diet kitchen; (d) the general 
storeroom; (e) the ward proper; (f) the main 
corridors. State your reasons briefly. 

10. Discuss briefly the relative merits of central- 
ization and decentralization of special diagnostic 
laboratories in a 500-bed hospital built on the 
pavilion plan. 


Part Il 


Note: Answer any eight of the following ten 
questions. Make your answers as brief as possible. 

1. What is the value of the per capita per diem 
cost figure in comparing the work of hospitals? 

2. Describe the methods you would use in 
transmitting your basic policies and your routine 
orders and instructions to department heads. 

3. Would you have duplicate copies of daily 
surgical operating schedules sent to your office in 
advance? If so, for what purpose? 

4. a. Outline the principal steps you would fol- 
low in preparing an annual budget for presentation 
to the appropriating authorities. 

b. After the budget has been finally approved 
and sent back to you, what methods, reports, etc., 
would you employ, during the budget year, to keep 
expenses within the budget, as passed? 

5. Where should authority rest for deciding the 
service and ward assignments of new patients in 
cases of dispute? And why? 

6. a. What is the legal responsibility of rela- 
tives, in this state, for the support of indigent per- 
sons? 













b. Define, under our state laws, legal settle- 
ment; state poor person. 

c. Under what circumstances are alien public 
charges deportable? 

7. a. What medical periodicals would you con- 
sider absolutely essential for the conduct of a high- 
class hospital medical library? 

b. What are the advantages of “Journal Clubs’ 
in house staff organizations? 

c. By what means would you augment the edu- 
cational value of internships? 

8. Outline a method for safeguarding the valu- 
ables of patients in a hospital. 

9. Discuss the treatment of beds and bedding, 
from the hygienic point of view. 

10. Outline a plan for safeguarding the correct 
preparation of pay rolls and the distribution of 
salaries among employees. 


EXAMINATION FOR MEDICAL SUPERINTENDENT 
Part I 


Note: Answer any eight of the following ten 
questions. Make your answers as brief as possible. 

1. a. What are the advantages and disadvan- 
tages of competitive bidding in the purchasing de- 
partment? 

b. How would you prevent repetition of the pay- 
ment of a legitimate hospital bill? 

2. Briefly, what are the relative merits of : 

(Select one, and only one of the following) 

a. Coal and oil-burning equipment in the power 
plant. 

b. The outside purchase or the local manufac- 
ture of electrical current. 

ce. Maintaining a bakery or a laundry on the 
premises or contracting for these hospital needs. 

d. Window cleaning by the housekeeping de- 
partment of the hospital or by contract. 

3. Outline a plan for reducing food waste to a 
minimum. 

4, What, in your opinion, is the relative impor- 
tance of the following functions of the hospital: 
(a) prevention; (b) cure; (c) education; (d) re- 
search. 

Present your answer from the following points 
of view: (a) social value; (b) the budget; (c) the 
professional staff. 

5. What is the legal liability of the hospital, un- 
der existing laws, with regard to: (a) the visiting 
staff; (b) the house staff; (c) postmortem exami- 
nations; (d) accidents to ward patients. 

6. What control, if any, do you advise for the 
prescription of expensive diagnostic and thera- 
peutic procedures (including pharmaceuticals) by 
the medical staff? 

7. Define: (a) voluntary, (b) public, (c) pro- 
prietary hospitals with relation to each other. 





8. a. Outline a plan for maintaining proper ven- 
tilation in wards of hospitals. 

b. How many cubic feet would you allow for 
beds in wards, under normal conditions of ventila- 
tion? 

9. What are the requirements of the American 
College of Surgeons for hospital approval? 

10. Define, briefly :( a) follow-up care, (b) medi- 
cal examiner’s case; (c) purchasing futures; (d) 
perpetual inventory; (e) medical social service; 
(f) cost accounting; (g) privileged communica- 
tion; (h) fee splitting. 


Part II 


Note: Answer any eight of the following ten 
questions. Make your answers as brief as possible. 

1. How would you safeguard the preparation of 
solutions to be given by intravenous infusion? 

2. Outline briefly your ideas on interior decora- 
tion in ward buildings, with special reference to 
color schemes. 

3. What are the criteria for deciding the relative 
merits of wood and metal furniture? 

4. Describe briefly your instructions to a new 
ambulance surgeon concerning his personal re- 
sponsibility on emergency calls. 

5. The house physician reports that a child suf- 
fering from cardiac disease has developed a tem- 
perature of 105° and that the visiting staff suspects 
the presence of contagious disease. Outline the 
steps that you would take to safeguard the patient 
and the hospital until all danger is over. 

6. The ward nurse reports that a patient, suffer- 
ing from cancer, has been talking of suicide. What 
steps would you take to safeguard patient and 
hospital against this possibility ? 

7. How would you handle a dead-on-arrival case 
in a manner that would protect the interests of the 
hospital and of the family? 

8. What are the criteria for the discharge of a 
convalescent case of recurrent lobar pneumonia, 
from the wards? 

9. The house surgeon reports that a patient re- 
fuses an operation prescribed by the visiting staff. 
What is your relation to such a situation and what 
would you do about it? 

10. Outline a plan for reducing waste in light. 
heat, hot and cold water, steam, and electrical cur- 
rent, generally, by the personnel. 


EXAMINATION FOR SUPERINTENDENT OF HOME 
FOR DEPENDENTS 


Part I 

Note: Answer any eight of the following ten 
questions. Make your answers as brief as possible. 
1. Outline a recreational program for (a) men 
inmates, (b) women inmates and (c) personnel. 
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2. Outline a method for safeguarding the valu- 
ables of inmates. 

3. Discuss the treatment of beds and bedding 
from the hygienic point of view. 

4. What measures would you institute and main- 
tain to give a maximum of privacy to inmates? 

5. You are informed shortly after midnight that 
an inmate is complaining of severe abdominal 
cramps. Discuss the procedure in dealing with 
such a situation from the point of view of your 
office. 

6. What would you consider the proper propor- 
tion of the following facilities to the number of 
inmates: (a) tub baths; (b) shower baths; (c) 
wash basins; (d) toilets? 

7. What are the relative advantages of institu- 
tional and home care for the custodial type of case? 

8. Outline a plan for safeguarding the correct 
preparation and distribution of the pay roll among 
employees. 

9. Describe from beginning to end the technique 
involved in the purchase of eggs for an institution. 

10. What essential facts should be known about 
every inmate (a) before admission; (b) for iden- 
tification after admission; (c) for reference in 
case of death, and (d) for vital statistical pur- 
poses? Draw up a blank form to be filled out by 
applicants for admission. 


Part II 


Note: Answer any eight of the following ten 
questions. Make your answers as brief as possible. 
1. Enumerate the blank forms in use in a cus- 





todial institution, to be signed by the inmate or his 
relative and designed for the protection of the 
institution. 

2. What is the place of the volunteer social 
worker in the institution? 

3. What factors would guide you in locating a 
new home for dependents in a community of 
100,000 people that is without such an institution? 
Answer this question from the point of view of (a) 
site; (b) space; (c) relation to points of compass; 
(d) prevailing winds, and (e) dimensions. 

4. Describe the treatment of ward floors, walls 
and ceilings from the point of view of the house- 
keeping department. 

5. What special qualifications would influence 
you in the selection of professional and nonprofes- 
sional personnel for your institution? How would 
you discover them? 

6. Outline a system of delivering hot food to 
inmates who are bedridden. 

7. Give a schematic description of the furnish- 
ings of a typical double room for inmates, includ- 
ing color scheme. 

8. To what extent may responsibility be passed 
on from superintendent to subordinate officers in 
the conduct of an institution? 

9. Outline briefly the various forms of occupa- 
tional therapy that could be employed in the care 
of (a) the aged and (b) the so-called incurable 
inmate. 

10. How much space would you allow for stor- 
age in a 200-bed institution and how would you 
distribute this space? 





Meeting the Needs of the 
Indigent Sick 


The number of indigent persons who need hospital service 
is not decreasing, perhaps it is increasing. Until recently 
the indigent sick were given hospital treatment in county 
or state hospitals, and of course federal government service 
men who were in need have always been treated in federal 
service hospitals. But with the greatly increased demand 
for hospital service for the indigent, government routing 
agencies have tried through many ruses to put the burden 
of excess indigent patients upon the shoulders of the vol- 
untary hospitals. 

Voluntary hospitals are less able than ever to assume this 
burden unless fairly compensated, yet government agencies 
show no marked disposition to take this problem into ac- 
count. The following is a summary of the present situation 
as represented by answers to widespread inquiries. 

Federal funds seem in no instance to be directly available 
to voluntary hospitals caring for indigent patients although 
in a few states the federal transient bureau has, through 
arbitrary accounting methods, paid for voluntary hospital 
service as “lodging” for transients. The sum paid is grossly 
inadequate. It ranges from $1 per patient day in Virginia 


Vol. 45, No. 2, August, 1935 





to $2.50 in Indiana, where it includes meals, floor nursing, 
house physicians’ services and surgical dressings. 

The overcrowding of the Marine Hospital in New Orleans 
has prompted the federal government to ask voluntary hos- 
pitals to bid on services for patients from CCC camps. One 
hospital bid $3.50 a day—the price paid the Marine Hospital 
—but has as yet no reply to the bid. 

State governments are almost as negligent of voluntary 
hospitals as is the federal government. Pennsylvania and 
Illinois are exceptions. Pennsylvania appropriated $7,553,- 
000 for the biennium ending May 31, 1935, to be distributed 
among 161 general voluntary hospitals for service rendered 
to indigent patients, and that amount is calculated upon the 
patient days of service rendered. The number of patient 
days and the rate are not disclosed. 

Illinois, through the IERC, pays $3.75 a patient day for 
service rendered by voluntary hospitals. The patient, how- 
ever, must be acutely sick and registered on relief rolls. All 
approved voluntary hospitals are eligible to receive this 
payment. It should be noted here that the federal govern- 
ment contributes to funds dispersed by the IERC. 

County governments in many states pay voluntary hos- 
pitals something for the care of indigent patients, particu- 
larly if no county hospital is established. This is so in Colo- 
rado where the usual payment is $2 a day. 










































Editorials 


Shoestrings and Hospitals 


ISTAKEN ideas and narrowness of 
M view have sometimes manifested 
themselves in the growth and de- 
velopment of independent hospitals in this 
country. The hospital field has had its share 
of men with hobbies who have pursued them 
to detrimental extremes. Nor have inde- 
pendent hospitals been uniquely free of in- 
competence. Even in the field as a whole 
there are misconceptions about the scope 
and character of independent hospital serv- 
ice which are accepted simply because they 
have been repeated for many years. 

All that may be freely admitted without 
loss of composure. There are places and 
times perhaps at which it may appropri- 
ately and profitably be offered to public no- 
tice. Certainly competent leaders in the field 
will not be hysterically agitated about it. 
Moreover, they will occasionally voice the 
thought that independent hospitals stand at 
a crossroads. 

There is, however, something peculiar 
about this present crisis in the affairs of 
voluntary hospitals. Beyond any doubt they 
have demonstrated their usefulness, leader- 
ship and soundness of position in the Amer- 
ican social scheme. The need of them and 
their value are unquestioned. And this de- 
spite the incompetence and narrowness of 
view and mistakes of development which 
characterize human efforts in any direction. 

This tempest does not come out of any 
basic or organic fault in the structure and 
operation of voluntary hospitals. Rather it 
is the result of minor, functional irritations. 
But these should be reduced lest they cause 
serious trouble. The issue is between con- 
structive and positive procedures on the one 
hand and negative, cringing and defensive 
tactics on the other. Hospitals must choose. 

In independent hospitals we have three 
sources of irritation. There is first the in- 





ability of some to comprehend the oppor- 
tunity for development—the realignment of 
service to meet more fully the new needs of 
the sick—which is offered by the present flux 
in our social affairs. A splendid opportunity 
to rectify some of our old mistakes! 
Another source of annoyance comes from 
the few who have failed in the past, and pre- 
fer to cry down independent hospitals 
rather than admit their own mistakes and 
go to work. And it cannot go unnoted that 
there are some others who for one reason or 
another would deliver all independent hos- 
pitals over to some amorphous scheme of 
completely socialized medicine, under gov- 
ernment domination and political control. 
Then, thirdly, there is the matter of hos- 
pital publicity. Asa good deal of it appears 
in the public prints nowadays, one some- 
times wonders whether hospitals are not 
conspicuous in their misunderstanding of 
values in publicity and their misuse of it. 
It is only within the last few years that 
hospitals as a group have in laggardly 
fashion been surprised into a realization 
that publicity is an elemental essential in 
the development of hospital service. And 
now that belatedly some organized efforts 
are being made in publicity, entirely too 
much of it is nothing more than a thousand- 
fold amplification of the voices of doom and 
the quavering of beggars. The public does 
not support a doomed cause in any way. 
There is no merchandise in modern civil- 
ization which is sounder or more needed 
than the service of independent hospitals. 
In spots where it shows functional weak- 
ness it can be made strong. It had better 
be, too. And when it is, it should be sold on 
a dignified, value-for-dollar basis. 
We may buy shoestrings or pencils from 
a fakir or a blind beggar, but we never think 
highly of the product and dislike ourselves 
for submitting to the cudgeling of pity. We 
may buy the last newspaper of a sobber 
who beseeches us to buy it lest dire things 
impend upon him, but we would hardly rec- 
ommend him as a good newsboy. 
Discerning readers of The Modern 
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Hospital have observed this magazine’s 
efforts over a period of the past year to 
place before readers critical analyses of 
publicity, development and support. We 
started a year ago with a series, “Hospital 
Support and Development—A Public Rela- 
tions Problem.” This was followed by the 
series on “Distinguished Service,” and then 
the article on “Do Capital Dollars Earn Full 
Service Dividends?” Recent ventures in 
publicity as evidenced in the metropolitan 
press and news releases would almost war- 
rant the request that directors of some of 
these ventures re-read these articles. 





Hospital Heroism 


TRIP through the arid dust and flood 
A stricken regions of this country forcibly 
brings to mind the presence of institu- 
tional as well as individual heroism in combating 
the angry elements. The bravery of the mass is 
but the multiplied heroism of the individual. To 
maintain sterility amidst a dust laden atmosphere, 
to provide succor promptly for those made home- 
less by flood, to maintain a high morale and an 
abiding hopefulness amidst surroundings that ap- 
pear irretrievably hopeless, requires qualities of 
mind and soul which many do not possess. The 
MODERN HOSPITAL offers the highest tribute to 
those faithful and uncomplaining workers who 
day and night unceasingly meet the needs of their 
communities, not expecting and frequently not re- 
ceiving any acclaim for so doing. 





A Sober Warning 
ik are certain people who should be 


warned not to attend the convention of the 
American Hospital! Association in St. Louis 
the end of next month. The MODERN HOSPITAL 
feels a responsibility to sound the alarm while 
there is yet time. 
In the first place the convention should be given 
a wide berth by every superintendent whose hos- 
pital is already perfectly managed. The executive 
officer who has solved all the problems of person- 
nel direction, purchasing, building maintenance, 
relations to his board, accounting and the other 
strictly administrative duties should not go to St. 
Louis. His complacency is sure to be disturbed if 
not entirely shattered. 
The convention is even more hazardous to the 
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administrator who believes that the public and 
professional relations of his institution cannot be 
improved. There is an opinion abroad that the 
most important problems of hospitals at the pres- 
ent moment are extra-mural — the development 
of sound and effective relations with the contrib- 
uting public, with present and prospective pa- 
tients, with governmental agencies, with the 
medical profession, and with dental, nursing, and 
other public health groups. The man whose 
thoughts are centered entirely within the walls of 
his own institution is likely to be shocked by the 
attitude of his fellow administrators. He should 
remain safely at home. 

A third type of man also should be warned of 
the dangers in St. Louis. He is the one who, 
although anxious to learn what he can from 
others, is not willing to tell in turn what he him- 
self has discovered. Such a man will probably be 
humiliated and shamed when he gets into an en- 
vironment so filled with the spirit of sharing. He 
would better go fishing the end of September. 
The fish won’t expect generosity. 

The hospital executives who belong in none of 
these categories will be in St. Louis. They will 
come with the approval and support of their 
boards, prepared to give and to take. If alert, 
they will receive many times over what they give. 
It is for them that such meetings are held. 





Is the Hospital Unfair to the Nurse? 


HE publications of various nursing organi- 
zations which have been issued in the last 
half decade have frequently implied that the 
present day hospital and training school relation- 
ships are, in a measure at least, unfair and some- 
what of a reproach to the hospital. It has been 
stated that the chief impediment to progress in 
nursing education is the hospital, that its superin- 
tendent and board stifle initiative and that the 
education of the nurse progresses in spite of 
rather than because of the hospital. 

The hospital field rightfully resents such an 
attitude. It acknowledges the defects of the pres- 
ent system and recognizes that the highest aims 
of education are not always met. It has not, how- 
ever, deliberately profiteered on the pupil nurse 
in the great majority of cases. There is no reason, 
moreover, why creditable educational work may 
not be performed while at the same time the sick 
are being treated. 

Many institutions there are that should not con- 
duct a school for nurses. These schools should be 
discontinued. When and if some nursing body 
develops accredited standards for schools, an ap- 











































proved list published annually by a national body 
would go far toward eliminating unfit schools or 
toward elevating them to accepted standards. 
There is nothing disreputable in hospital and 
school for nurse relationships. 





Condemning Strike Agitators 


OR the past half decade it has been the boast 
F« the hospital field that while labor strife 

and turmoil have existed in almost every 
realm of activity, the hospital has been spared any 
such destructive agitation. But this boast was all 
in vain for within the too recent past the streets 
of a metropolitan area have beheld strike agitation 
with its concomitant picketing by hospital em- 
ployees. 

Such an occurrence is difficult to explain. One 
may certainly, however, hazard the statement that 
somehow those persons participating in such a 
demonstration must not have represented true 
bearers of the torch of service which has been so 
creditably held aloft by hospital workers both 
high and low, for so many generations. To engage 
in an organized refusal to serve the sick is the 
acme of social indifference. To desert a hospital 
post, no matter how far removed from the sick 
room, is a serious offense against all those prin- 
ciples that have been so long held inviolate in the 
care of the sick. 

The MODERN HOSPITAL regrets both the incident 
and the publicity given to it. It takes encourage- 
ment, however, in the knowledge that in the na- 
tion’s eight thousand hospitals but one such 
regrettable incident has occurred. 





Measuring Efficiency 


HEN socially, financially or politically 
\ j \ / prominent patients come to the hospital 
for treatment the members of the per- 
sonnel are alert, courteous and efficient. This is 
particularly true if, as is usually the case, the hos- 
pital is aware that it is to be honored by such an 
admission. The superintendent and the chief nurse 
visit the room of such a patient long before his 
arrival to make certain that all is in order. The 
most courteous and tactful interns and nurses are 
assigned to the case. The surgeon is all attention. 
The hospital is on parade when such distinguished 
patrons arrive. 

But what of the needy yet socially and finan- 
cially insignificant person who knocks at the door 
of the receiving ward seeking relief from illness? 
He becomes but a kernel in a great grist, a mere 





number in the hospital’s patient file. He may be 
permitted to wait long hours on dispensary benches 
and in receiving ward waiting rooms. Meal time 
passes and no one takes any notice of him. Every- 
one is too busy, too efficient to care for this patient. 

The measurement of efficiency of an institution 
is not expressed in terms of service to the captain 
of industry. No hospital is safe or humane that 
does not extend the same courtesy, speed in han- 
dling and thoughtful study to the lowly as it does 
to him whose station is higher. If it is necessary 
for the administrator to issue specific orders for 
the care of the important patient something is 
wrong with his personnel. The hospital would do 
well to inspect again its administrative practices 
to make certain that the service it renders is uni- 
formly humane and efficient irrespective of the 
station of its recipients. Only when its machinery 
is so geared that all economic classes receive 
equally adequate and prompt care may a hospital 
be said to be truly efficient. 





Are Dietitians Missing 
an Opportunity ¢ 


N CLUBS, steamboats and sometimes in hospi- 
| tals is to be found an officer denominated as 
“steward.” This term does not always carry 
the true significance of the position. In extra- 
hospital activities the steward often corresponds 
to a resident superintendent or executive. On boats 
and in military nomenclature he is a subordinate 
officer of menial activities largely concerned with 
the preparation and serving of foods, particularly 
the latter. 

In the hospital the steward may fill the place 
often occupied by an administrative dietitian. He 
purchases food supplies, supervises kitchen help 
and sometimes is assigned such duties as the main- 
tenance of plant and grounds. Frequently he has 
had hotel or restaurant experience. Formerly a 
chef, he now often supervises the work of chefs. 
Sometimes the dietitian answers directly to the 
steward, again she is responsible only to the super- 
intendent. The place and contribution of the stew- 
ard in hospital work depend much upon the capabil- 
ities of the individual. 

Were dietitians always competent administra- 
tors there would be little place for the hospital 
steward. Until those directing dietetic curricu- 
lums provide for the training of administrative 
dietitians the steward must fill the gap. Moreover, 
dietitians will vainly demand autonomy in their 
departments until they are fully capable of assum- 
ing the responsibilities which such an arrangement 
contemplates. 
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What the Administrator Should Know 


About Typhoid Fever 


T he spread of typhoid fever 1s,in most 
cases, due to negligence on the part of 
someone. T he part the admumstrator 
should play in stamping out this 
seasonal disease 1s brought forth in 
this third article dealing with disease 
from an admmstratie standpomt 


incidence depends upon seasonal influences. 

From time to time the hospital is called upon 
to administer to this disease, and, consequently, it 
is one with which the superintendent should be 
familiar. 

This fever is a frequent and yet gradually 
decreasing disease with an incidence almost as 
broad as the world itself, and an occurrence which 
depends upon the presence of an infected person 
as well as of a susceptible recipient. To understand 
fully historical and medical references to typhoid 
fever, one must know something concerning the 
origin of its name and its potentialities for working 
harm as manifested in past centuries. 

The term “typhoid fever’ literally signifies a 
disease similar to the dread typhus, while the word 
typhus has its origin in a Greek word meaning 
smoke, mist or fog. This word was used by Hip- 
pocrates to describe the confused state of mind 
seen in typhus. It was broadly applied to other 
conditions manifesting a toxic mental picture until 
1760 when Sauvage applied it to the disease which 
is now known as typhus. 

This disease has almost one hundred synonyms, 
a few of which are spotted fever, pestilence fever, 
camp fever, jail fever, hospital fever and ship 
fever. Over two thousand years ago Hippocrates de- 
scribed two seasons of fevers which appear to be 
similar to the typhoid fever of today. From the 
early seventeenth century, Spigelius spoke of a dis- 
ease as common in Italy which resembles typhoid 
fever. Other early authors described the same 
cond.tions under various names. 


" [inciene fever is one of those diseases whose 
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In 1866 the constancy of certain intestinal lesions 
was first proved by Bretonneau, who advanced the 
theory that the disease was due to a poison and was 
possibly communicable. Louis, an eminent French 
physician, first employed the term typhoid, which 
has since come into general use except in England, 
where the term “enteric fever” is preferred. By 
the beginning of the nineteenth century, the terms 
“light typhus” or “typhus levior” and ‘‘severe ty- 
phus” or “typhus gravior” began to be used. 

In 1739, Huxham expanded these views until two 
Philadelphians, Doctor Gerhard and Doctor Pen- 
nock, students of Louis, established the difference 
between typhus fever and typhoid fever while 
working in the wards and postmortem rooms of the 
Philadelphia General Hospital. The views of these 
two physicians did not remain unopposed, the 
French and English observers particularly regis- 
tered objections to them. In 1837, Gerhard’s orig- 
inal paper, published in the American Journal of 
the Medical Sciences, rather definitely established 
the clinical and pathologic difference between these 
two conditions. In 1880 Eberth discovered the 
specific organism, and in 1896 Widal developed an 
agglutination method for diagnosis. The picture 
was completed by Wright, Pfeiffer and Kolle in 
1896 when antityphoid vaccination was developed. 


Methods of Treatment Have Changed 


In years gone by, most hospitals found it neces- 
sary to set aside a ward for the treatment of fever 
cases as the hot weather approached. This area was 
an isolated one, especially fly screened and equipped 
with various types of hydrotherapeutic apparatus, 
including the now somewhat antiquated bathtub 
on wheels which was employed for the immersion 
of fever patients in cold water. Leiter’s coil, for- 
merly so frequently employed, is little known by 
the newer generation of physicians. The patients 
of yesterday who suffered with typhoid fever were 
discharged from a hospital living skeletons. Meth- 
ods of treatment have now changed almost as much 
as the incidence of the disease. Because of the 
work of Eberth, Pfeiffer, Widal, Wright and Kolle, 
the hospital is no longer called upon to treat iarge 
numbers of fever patients during the hot months. 


















Throughout the centuries, typhoid fever has 
taken its place as one of the scourges of mankind. 
Great numbers of patients have been stricken, have 
lingered, and many have died of typhoid without 
physicians appreciating the value of preventive 
medical steps in its handling. In northern climates 
it is the most common, long-continuing fever. In- 
deed, in the United States there are but three com- 
mon causes of fever lasting longer than a fortnight 
or two — sepsis, tuberculosis and typhoid fever. 

The amount of typhoid fever in any city or coun- 
try is an indication of its respect for sanitary laws. 
Less than twenty years ago, in a registration area 
which represented about three-quarters of the pop- 
ulation of the United States, there were 9,510 
deaths from this disease. Employing a minimum 
mortality rate of 10 per cent, it can be estimated 
that these deaths represented almost 100,000 cases. 
Typhoid rate is inclined to be high in municipalities 
employing water from lakes or reservoirs for gen- 
eral use. Cities located along the borders of the 
Great Lakes have furnished splendid examples in 
the past of this tendency. Large epidemics of en- 
teric fever are usually the result of the consump- 
tion of infected water. 

A half century ago, in a central Pennsylvania 
town of 8,000, there occurred 1,104 cases with 114 
deaths. All of these cases were traced to one pa- 
tient whose excreta was washed over frozen ground 
by spring freshets into the town reservoir. Ty- 
phoid is notorious for the damage which it has 
wrought to men of contending armies in years gone 
by. In the war of 1860 there were 75,000 cases 
with 27,000 deaths in the two armies, which to- 
gether had a total of only 431,000 men. In the 
Spanish-American war there were approximately 
20,000 cases and 1,580 deaths among about 110,000 
contenders. 


Cases Now Relatively Few 


In the World War the American army consisted 
of 2,100,000 men. There were approximately 1,900 
cases of typhoid with 213 deaths. This great vari- 
ance between the mortality incidence of typhoid in 
the World War as compared with previous wars is 
explained by improved sanitation and compulsory 
vaccination against the disease. It is for these 
reasons also that civilian hospitals are called upon 
to treat but relatively few cases. Hitherto, medi- 
cal services in large general hospitals were sur- 
feited with typhoid fever. Today, a teaching visit- 
ing physician thrills at the possibility of being able 
to show to his students this interesting disease. 

In northern climates the number of typhoid cases 
reach a low in June and a high in October, with a 
secondary low in February and a rise in March and 
May. Social conditions play a part in typhoid inci- 





dence. More cases arise in rural districts than in 
cities and those who are exposed to the disease, 
such as doctors, nurses and hospital attendants, are 
much more likely to contract it. Children contract 
typhoid from swimming in infected pools. 

The typhoid germ, discovered by Eberth, is a 
motile, rod-shaped organism which appears to be 
swimming across the microscopic field with the 
greatest of speed. The typhoid organism is fre- 
quently found in infected water, milk or food in 
conjunction with the colon bacillus and this fact 
indicates its origin. No second case of typhoid 
fever arises unless a noninfected person ingests 
some of the contents of the intestinal tract of one 
suffering with the disease or of one who is a car- 
rier. It is for this reason that the nurse and the 
physician caring for these persons at home or in 
a hospital have in their hands the absolute control 
of the disease insofar as the focus of infection is 
concerned. 


Thorough Aseptic Technique Essential 


It is a well known fact that the typhoid germ en- 
ters the body through the gastro-intestinal tract, 
lodges in the small intestines, reproduces there and 
forms the typhoid toxin which in turn produces 
symptoms of the disease. The organism escapes 
from the body through the intestinal tract, the 
kidneys, vomitus, perspiration and milk. Any in- 
stitution, therefore, that is at all careless in the 
organization of a thorough aseptic technique in 
handling these patients is guilty of a negligence 
almost criminal. 

Without the body, the typhoid organism may live 
in feces, and in certain types of deep and stagnant 
pools four or five months (Levy and Kayser). In 
running water it soon dies. In well water it may 
live for months. In the water of rivers not too 
swift or too shallow its life span is seven days 
(Park and Williams). The typhoid germ lives in 
soil only a short period. Particularly is this so 
when there are many other bacteria there which 
tend to destroy it. It may live on sterile or frozen 
soil for several weeks but only for a short time in 
milk. Rosenau says that three out of every thou- 
sand persons are typhoid carriers. The danger of 
the carrier to public health as manifested by the 
more or less famous Typhoid Mary is too well 
known to warrant any extended mention here. 

The hospital is often called upon to house typhoid 
patients over a period of from four weeks to as 
many months. The condition is self-limiting, ex- 


cluding the possibility of serious complications, and 
requires a thorough cognizance, by the adminis- 
trator, of the dangers of food contamination 
through infection from cases under treatment or 
from food handlers who are carriers. 
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Few hospitals take into proper consideration the 
necessity of thoroughly examining those who come 
in contact with food. If but three in a thousand 
are carriers, any one of the three under certain 
conditions might infect many hospital patients and 
employees. 

Death in typhoid may come from various causes, 
but bowel hemorrhage or perforation are the most 
dreaded. Seven per cent of these patients hem- 
orrhage and about 3 per cent of them perforate. 
Here is a splendid opportunity for the practical 
manifestation of team work among members of 
the staff. Some internists request a consultation 
as soon as a case of typhoid has been diagnosed. 
It must be obvious to all that even though but three 
out of every hundred patients perforate, a surgeon 
who has had an opportunity to observe these cases 
before perforation takes place will be much more 
likely to understand the condition promptly should 
he be called to render aid in an emergency. 


Dietetic Department Has Important Réle 


The dietetic department of the hospital can do 
much to assist in the treatment of typhoid fever. 
Today typhoid mixtures often consist of milk, 
cream and lactose which possess a high food value 
and may supply from one thousand to three thou- 
sand calories daily. Improper feeding is dangerous 
because if he is undernourished, the patient wastes, 
and if his diet is otherwise incorrect, the dread 
tympanites or abdominal swelling appears. 

The diagnosis of typhoid is rather easily made, 
as a general thing, for the Widal reaction and the 
clinical picture are always definite enough to re- 
move diagnostic doubts. All typhoid cases should 
be promptly reported to the local sanitary officer. 
This permits an early investigation of the source 
of the disease and a prompt eradication of its cause. 
There are institutions in which such a report sys- 
tem has been rather carelessly worked out. The 
placing of a report card on the chart of a suspected 
patient is likely to direct the attention of the house 
officer to the need for reporting the case as soon 
as the diagnosis is certainly made. The medical 
officer in charge should have some method of cross 
checking in order to be certain that every case has 
been reported. Failure to do this often brings mer- 
ited censure upon the hospital from those who have 
the health of the community in their charge. 

The superintendent should supply proper wards 
for isolation. Under the best of nursing technique 
these patients may be treated in the same ward 
with others, though this is thought by many to be 
impracticable, if not unsafe. The quarters em- 
ployed for the treatment of pneumonia in the win- 
ter may be advantageously employed in the sum- 
mer for isolation purposes. Running water, fly 
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screening, racks for gowns and ample room around 
each bed for the application of various hydrothera- 
peutic treatments must be provided. In this suite 
there should be provision for the chemical steriliza- 
tion of linens unless steam sterilizing facilities are 
at hand. Crowded quarters for the treatment of 
infection or contagion generate the possibility of a 
careless and ineffective technique. 

As a preventive step, all those who will come in 
contact with the patient should have received ty- 
phoid vaccine. There is but little doubt that all 
nurses, interns, orderlies and food handlers would 
be safer persons to be employed if they could be 
vaccinated against typhoid early in their contact 
with hospital patients. The examination of the 
stools of all food handlers for the presence of ty- 
phoid organisms is an important procedure. There 
would be no more cases of this disease if every 
patient could be quickly diagnosed and properly 
handled from a nursing and medical standpoint. 

The nurse treating a typhoid case should not be 
permitted to prepare food for any other patients. 
She should be firmly grounded in all of the steps of 
aseptic nursing such as gowning, capping and hand 
scrubbing. Nurses permitted to care for these pa- 
tients should have a high grade of intelligence. 

This is the story, in brief, of typhoid fever. For- 
tunately it is a disease whose incidence bears a 
direct inverse ratio to the observance of sanitary 
and preventive medicine laws. As the public be- 
comes more aware of the preventive nature of ty- 
phoid and manifests its belief in the efficacy of such 
steps by submitting to vaccination, the condition 
is likely to become almost unknown in our most 
enlightened communities. 





What the Public Can Do to Ensure 
Good Nursing Service 


“The public can cooperate to ensure good nursing service 
only insofar as the nursing profession itself recognizes 
its relation to the community which utilizes and supports 
the services,” according to C. Rufus Rorem, associate direc- 
tor for medical services, Julius Rosenwald Fund. 

“The people ultimately determine the broad policies and 
the functions of the professions that serve them, and the 
nursing profession would do well to associate with them 
members of the general public, both in their local and in 
their national associations. Lay people can be of assistance 
not only in outlining policies to ensure good nursing service, 
but also in administering programs and interpreting them 
to the general public.” 

Three approaches to the problem of ensuring good nurs- 
ing service are suggested by Mr. Rorem. (1) There must 
be better control over the practice of nursing itself. (2) 
Private nursing service must be removed from the class 
of a luxury and made available to people of moderate means. 
(8) Nursing schools should be conducted on an educational 
rather than on a commercial or emotional basis. 








PLANT OPERATION °° °° 


Conducted by John C. Dinsmore and R. C. Buerki, M.D. 


A Plaster Table Designed to Give the 


Patient Maximum Comfort 


By Wilton H. Robinson, M.D. 
Pittsburgh 


HE table here described has been 

in continuous use for about twelve 
years and has demonstrated its value 
in promoting ease for the patient and 
convenience for the surgeon in the ap- 
plication of special plaster of Paris 
appliances, such as the body cast to 
hold the spine in hyperextension, the 
abduction cast to the arm and the plas- 
ter yoke for treatment of a fractured 
clavicle. 

The structural parts of the table are 
of galvanized gas pipe or steel tubing. 
Its length is 68 inches; width, 30 
inches; height, 34 inches, which may 
be increased to 50 inches. The uprights 
and their connecting pieces are of 1- 
inch pipe; the top is of %-inch pipe, 
30 by 68 inches; it rests on the up- 
rights, each of which is provided with 
a 1-inch tee of which the upper half 
has been sawed off to get a deep 
groove. The wheels are those known 
in the instrument trade as locking ex- 
tension casters. Each wheel may be 
locked by pressure of the foot on a 
small trigger; the stem on the caster 
allows the table to be raised about 14 
inches at one or beth ends. 

The top boards (Fig. 1, Al, A2, A3) 
of the table are removable in sections; 
there are six of these boards which are 
long enough to fit between the side 
pipes of the frame with about a quarter 
of an inch to spare. Four are 6 inches 
wide while two are 12 inches wide. 
Each board rests on the side pipes by 
means of a pair of flat iron strips (% 
inch thick and 1 inch wide) bent at the 
ends to form hooks and extending a 
sufficient distance beyond the end of 
the beard. Each board should also have 
attached to its under surface a couple 
of short pieces of iron at right angles 
to the length of the board to prevent 
warping. All these iron pieces are 
bolted to the under surface of the 
boards by small carriage bolts, which 
on account of their flat heads hold well 
and do not protrude. Oak, %-inch 
thick, is best for the boards. In addi- 
tion to the boards there should also be 
provided six or eight cross bars (B1) 
of steel, 1 inch wide by 3/16 inch thick, 
bent down at the ends to rest on the 
top bar in the same manner as the 
boards are supported. 


On the top pieces of frame are two 
cross pieces of pipe (C1, C2) made to 
slide on the pipe by means of tees, 
which I shall call the hammock bars. 
The one at the foot is attached per- 
manently to the short cross pipe, while 
the one at the head rides free. To con- 
trol the upper movable cross piece, a 
pair of heavy turnbuckles with hooks 
are provided (D1, D2). These hooks 
are made by bending and flattening a 
hook on one end and cutting a long 
thread on the other end of each of four 
pieces of 36-inch steel rod. The turn- 
buckle is obtainable at any hardware 
store. Over these hammock bars a ham- 
mock is made by passing a number of 
heavy muslin bandages around them 
and tying tightly at the foot. By tight- 
ening the turnbuckles this hammock 
can be made as tight as a drum head 
or adjusted as desired. It is not pos- 
sible to draw in the hammock in Fig. 1 
without covering essential parts but 
the position of the hammock is indi- 
cated by the heavy broken line (H). 
A new hammock must be provided for 
each cast. The cost is negligible. 

Riding on the four lengthwise pipes 











of the framework is a forging or cast- 
ing. This should be of aluminum (E). 
In the center of this a vertical hole is 
drilled in which sits an ordinary 1-inch 
bench screw; to the top of this a piece 
of 1-inch tubing (inside diameter) 
about 7 inches long is fastened by 
means of two tapered pins through tub- 
ing and screw. A _ second piece of 
tubing fits within and extends 1 inch 
above the top of the first or outside 
piece of tubing. On the top of this a 
vertical cut is made which is 3/16 inch 
wide and 1 inch long. I shall call this 
the underslung support. It will be 
noted that the top member of this sup- 
port is designed to receive the hip 
support as used on the Albee table. As 
may be seen in Fig. 1 this underslung 
support may be moved to any point 
under the patient and the vertical 
member may be raised or lowered. We 
use it chiefly as a pelvic support in 
applying casts to the lower back and 
spicas in children. 

The space between the head cross 
bar of the top frame and the upper 
(movable) hammock bar is bridged by 
a heavy piece of sheet steel provided 
with lugs at its upper side to receive 
a couple of straps by which it is at- 
tached to the upper cross bar. It is on 
this sheet that the patient’s head rests. 
It is 16 by 20 inches, which allows ade- 
quate space at either side to adjust the 
turnbuckles which control the tension 
of the hammock. 

The top boards and sheet steel head 
piece are painted with several coats of 
white enamel. The other parts of the 
table should receive a coat of aluminum 
paint. 

Space does not permit a description 
of the technique of all the plaster work 
possible on this simple and inexpensive 
device, but two examples may be given. 

To apply a hyperextension jacket 
for compression fracture of the spine, 
prepare patient by first making sure 


Fig. 1. Al, A2, A3, removable top 
boards; B1, removable cross bar; C1, 
C2, hammock bars; H, location of 
hammock when stretched between 
hammock bars; D1, D2, turnbuckles; 
E, center of underslung support. 
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Fig. 2. A posed photograph showing subject on hammock. 


that the bowel is empty. Apply two or 
three layers of tubular stockinet with 
thin felt pads over the bony promi- 
nences, and if a woman also over the 
breasts. Prepare table by stretching 
four to eight muslin bandages over the 
hammock bars, tighten turnbuckles to 
make the hammock thus formed quite 
tight. Lay the patient face down on 
the hammock but with enough top 
boards in position to make him com- 
fortable (Fig. 2). Usually the thighs 
and lower legs are thus supported. 
Adjust the hammock by turnbuckles 
to obtain the exact degree of hyper- 
extension desired. A sheet thrown over 
the middle of the horizontal part of the 
table prevents plaster from dropping 
on the floor. A circular cast may now 
be applied. After it is hard the ham- 
mock is cut across under the neck and 
thighs and the patient is removed. If 
desired the whole table may be wheeled 
to the patient’s bedside where the top 
section, patient and all, may be lifted 
off, placed on pillows (at corners) and 
the hammock cut releasing the patient 
directly on his bed. 

For applying an abduction cast to 
the arm and shoulder the hammock is 
stretched very tightly so there is no sag 
and enough boards are allowed to re- 
main in position so that the buttocks 
are supported. The patient, of course, 
lies on his back supported by the ham- 
mock. An assistant holds the arm in 
the exact position desired. As many 
boards are removed as necessary to 
give good access to the chest, abdomen 
and upper part of the pelvis. 

All types of plaster of Paris work 
can be done on this table with maxi- 
mum comfort to the patient and great 
convenience to the surgeon and oper- 
ating room personnel. It has been used 
by the orthopedic and general surgical 
departments of the South Side Hospi- 
tal, Pittsburgh, for more than ten 
years and is considered satisfactory in 
all ways. We have not tried to make it 
do for leg abduction casts in adults as 
Albee or Hawley tables are better for 
this purpose. We have used it when 
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occasion demanded as an operating 
table when an abduction cast was re- 
quired after an open operation on the 
shoulder. In such a case the hammock 
is put in position over all top boards. 
On completion of the operation enough 
boards are removed (they are easily 
slipped out from below) to permit the 
easy application of the cast. An anes- 
thesia screen can be made from a piece 
of heavy wire if such is desired. 

The table is not on the market but 
can be constructed by a mechanic of 
average intelligence at a moderate 
cost. 





Desk Sign Is Useful Device 


One of the most useful small devices 
around a hospital is the small portable 
wooden-backed name sign resting on 
the desk of every office worker. 

These inexpensive little desk signs 
help to offset the tendency of every 
institution to become impersonal. They 
lend a warm personal touch that is in- 
valuable. Patients and visitors readily 
ask for Mr. Sessions or Miss Robey 
rather than inquiring for the “tall dark 
girl with glasses.” 

A friend or relative will telephone 
Miss McBride on the men’s surgical 
floor and ask her how the patient rested 
last night. The fact that these little 
signs help to personalize the service is 
demonstrated in many small ways 


daily. 





Dye Your Discarded Linens 


“From rags to riches.” In an issue 
of The MODERN HOSPITAL an article 
appeared in which it was suggested 
that all discarded linens be dyed when 
used as rags, the object being to elimi- 
nate any possibility of good, usable 
linens being torn and used as rags. 
This suggestion was followed at 
Michael Reese Hospital, Chicago, and 
found to be a practical and money sav- 
ing plan. 






How to Reduce the Cost 
of Blood Transfusion 


The administrative officers of seven 
teaching hospitals in the Midwest sat 
around a conference table a few months 
ago. The object of the meeting was to 
exchange notes and to compare costs. 
As each item was discussed the secre- 
tary recorded the data developed. Af- 
ter the first six men had reported on 
their annual cost for blood for transfu- 
sions it was discovered that the annual 
cost varied from $2,400 to $30,000. 

Then the last member of the group 
reported that his cost was nothing a 
year. In his institution they carried a 
large hypertension service. The blood 
needed for transfusions was drawn 
from these patients, typed, citrated 
and stored in the ice box until needed. 

Six months later when the same 
group again met the total annual cost 
of blood for transfusions in the six 
hospitals had been greatly reduced. 





A Perineal Lamp 


The perineal light here illustrated 
was manufactured in the maintenance 
department of the University Hospi- 
tals of Cleveland. It has an aluminum 
sheet base 12 by 18 inches. An alumi- 
num strip holds the bedding away from 
the cone which contains the bulb. 

The cone itself consists of an alumi- 
num reflector, a layer of spun mineral 
wool, which is a nonconductor of heat, 
and a case of fiber. It is supported by 
a 4-inch post at the top of which has 
been placed a swivel hinge so that the 
light may be adjusted to different 
levels. It is 4 inches in diameter at the 
opening, 3 inches at the closed end, and 
6 inches long. A 40-watt bulb does not 
extend quite to the end of the cone so 
the patient cannot strike it. 

It is easier to use than the cradle 
with light which previously served in 
this capacity, as it can easily be re- 
moved or slipped to the foot of the bed 
when nursing care is being given. It 





can be used to treat the perineum with 
the patient lying on his back, on his 
abdomen or on either side. 

It can be used constantly during the 
time the patient is awake. We use the 
light at a distance of 9 inches from the 
skin to the heat bulb. A 40-watt bulb 
at this distance produces a tempera- 
ture of 108.5° F. at the site of the skin. 







































































How to Handle a Splint Service 


By Fred L. Wooddell 
Business Manager, Research Hospital, Kansas City, Mo. 


N THESE days of many accidents 

an efficient and convenient emer- 
gency and fracture service is essen- 
tial in a hospital, but a system is 
necessary to prevent the disappearance 
of splints, and to collect the cost of 
repairs and replacements. 

Our hospital buildings are in the 
form of the letter H. The center sec- 
tion is 115 feet in length. On the 
sixth floor, which is the top floor of 
this section, are the emergency room, 
the orthopedic and cast room, the 
splint room, x-ray rooms, physical 
therapy rooms, genito-urinary room 
and surgeons’ dressing room. This ar- 
rangement is convenient because the 
emergency and cast rooms are on one 
side of the corridor and the splint and 





x-ray rooms are on the opposite side. 
The emergency room, cast room and 
splint rooms are in charge of a 
trained, graduate supervisor who has 
one or more assistants as the service 
demands. 

In order to keep account of splints 
and charges it is advisable to have the 
splints controlled by one department 
head, otherwise they are likely to be 
removed without record or charge. 

The smaller splints are filed on 
shelves in two metal cabinets and the 
larger ones on shelves built on one 
side of the room or hung on hooks. 
Each splint or lot of splints of the 
same kind is numbered, named and 
priced on a tag or sticker. 

For keeping account we use three 
slips available in book form. The first 
slip is the “charge slip,” the second 
is the “credit slip,” and the third is 
the “record slip.” 

When a splint is withdrawn for use, 
either for a patient in the hospital or 
for an out-patient, or is loaned to a 
member of the staff, a charge slip is 
filled out and by use of carbon paper 
a record is made on the credit slip 
and the record slip. The charge slip 
is then sent to the office where a 
charge is made to the patient or the 


The metal ‘cabinet illustrated 
is in use at the Research Hos- 
pital for filing smaller splints. 
Large ones are placed on 
shelves built on one side of 
the room or hung on hooks. 


doctor, as the case may be, and this 
charge stands until the splint is re- 
turned. When the splint is returned 
the credit slip is sent to the office. 
The splint record remains on file in 
the splint room. 

The padding on some of these splints 
becomes soiled with use and other 
splints are broken or bent. To cover 
this cost of repadding, repairs or re- 
placement, we make a rental charge 
of from 10 to 20 per cent. When a 
charge slip comes to the office, the 
amount of the cost is charged and the 
amount of the credit, when returned, 
is noted in the blank for that purpose. 
When the credit slip comes to the 
office, the amount of the credit is 
posted to the account, leaving a differ- 
ence between charge and credit, which 
we call “rental.” 

An inventory just made shows that 
we have 290 splints, costing $1,591.25 
as follows: 


Kind of Splint No. 
Glisson Head Sling 3 § 
Clavicle Splint 6 
Baylor Adjustable Cross 3 
Web Clavicle 3 
Granberry Hand Bow 1 
Anterior Elbow Splint 8 
Anterior Acute Elbow 

Splint 5 
Posterior Elbow Splint 9 
Jones’ Elbow Splint 2 
Forearm Splints 33 
Drop Colles’ Splint 6 
Culley Ulna Splint 3 
Adjustable Arm Radius 9 
Jones’ Forearm Meta- 

carpal 2 
Hand and Finger Ex- 

tension ‘ 
Cockup Splint 
Finger Splint 
Finger Tips 
Coaptation Splints 
Wound Protector 
Utility Splints 3 
Bailey Skeletal Traction 
Rocking Leg Splint 3 
Small Buck’s Extension 2 
Turnbuckle Elbow Splint 6 
Lateral Tibia and Fi- 

bula Coaptation 
Ulna Splint 
Grass Finger Splints 1 
Bone and Wire Drill 
Kirschner Bow 
Kirschner Wire Guide 
Aeroplane Splints 
Campbell Splints 
Humerus Splints 
Humerus and Forearm 

Splints 
Jones’ Arm Splint 
Combination Leg Splint 
Buck’s Extension 1 
Pott’s Splint 
Adjustable Patella 
Posterior Patella 
Posterior Tibia and 

Fibula 
Extension Leg Splint 
Thomas’ Leg Splint 10 
Cole Pressure Pad 2 
Boehler Splint 8 
Campbell Aeroplane 3 
Bradford Frames 3 


290 


Cost 


18.00 
30.00 
15.00 
15.00 

7.50 
12.00 


9.00 
12.75 
3.50 
35.25 
10.50 
9.00 
31.50 


16.00 
17.00 
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$1,591.25 
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NOISE 





STI-CELOTEX 





Murphy Memorial Hospital, 
Whittier, Calif., installed 
Acousti-Celotex in the nursery 
to prevent unavoidable noise 
originating there from spread- 
ing to other parts of the build- 
ing.— Architect, R. L. Warren. 























The way to effectively subdue 
noise in all buildings is to use 
Acousti-Celotex. 


Hospitals, particularly, need 
this modern sound absorbing 
material to provide the quiet 
sO necessary to patient com- 
fort and recovery. 


Acousti-Celotex is tried and 


proven. Hospitals, everywhere, 
use it in nurseries, corridors, 
kitchens, receiving rooms and 
other places where noise origi- 
nates—hospital managements 
enthusiastically endorse it. 


Acousti-Celotex Sound Absorb- 
ing Tiles can be applied, 
without alteration, to existing 
ceilings — easily cleaned with 


brush or vacuum — permanent 
—lastingly effective. Patented 
perforations make it easy to 
paint and repaint without loss 
of acoustical efficiency. 


Consult your local Acousti- 
Celotex contracting engineer. 
He will gladly analyze your 
requirements and provide 
estimates. Or write direct. 


Acousti-Celotex can now be furnished with a pre-painted hard 
finish surface especially adaptable to hospital installations. 


PAINTABLE 


COUSTI- 


TRADE MARK REGISTERED 
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PERMANENT 
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Maintenance in the Small Hospital 


By Mrs. Margaret Hales Rose 
Superintendent, Wichita Falls General Hospital, Wichita Falls, Tex. 


N USING the word maintenance I 

am referring to the maintenance of 

grounds and buildings, machinery and 
equipment. 

During the past two or three years 
there has been a tendency to postpone 
minor and major repair work. Re- 
placement cost is so great now that it 
costs more than the repair would have 
cost when the article was incapacitated. 
A wise administrator is one who has 
carried out economies to a certain de- 
gree and has known that to go further 
would mean impairment of all serv- 
ices. Too often a _ superintendent 
thinks only of immediate economy 
rather than the lasting good of the 
institution. 


Surveying Plant and Equipment 


The superintendent should make a 
careful survey of his institution, not 
only of those portions that are most 
frequented, but also of cellars, garrets 
and out-buildings. These visits should 
have as their object the detection and 
correction of insanitation and the dis- 
covery and repair of deteriorated build- 
ings and grounds. 

While these trips through the hospi- 
tal property are being made, the con- 
dition of scientific equipment should 
likewise be observed. The findings 
should be recorded and when a com- 
plete survey of the plant has been 
made plans can be formulated for the 
correction of the defects discovered. 

Some of these will require immediate 
attention; others may be attended to 
when it suits the convenience of the 
mechanical force; still others will be 
of such proportions that board ap- 
proval must be sought before action is 
taken. 

Before considering the renovation of 
heating, lighting, plumbing and other 
major equipment, it appears timely to 
suggest the necessity of repairing mov- 
able equipment, including such articles 
as wheel chairs, food, ice, and garbage 
trucks, wheel stretchers and bed wheels 
or casters. There is nothing more un- 
sightly about the hospital than a wheel 
chair in need of repair. Broken seats 
and backs, foot pieces hanging at an 
angle, tires that are loose, wheels that 
are not true, not only lessen the effi- 
ciency of these necessary articles, but 
also make them eyesores. Rarely does 
the institution possess a mechanical 
force with sufficient skill and equip- 
ment to recane and generally repair 
wheel chairs. Usually, however, tires 
may be reset by the hospital mechanic. 
Superintendents have learned that they 
can buy and replace tires much more 
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cheaply than they can have this work 
done outside. 

Ice, food and garbage trucks with 
flat tires and loose wheels may have 
been permitted to disturb the patients. 
While wheels or tires may be replaced, 
frequently it is more satisfactory and 
economical in the end to buy new 
trucks. Wheel stretchers are often 
used until they actually become unsafe. 
To repair the tires of bed casters often 
saves linoleum from being torn, and 
polished floors from being irreparably 
damaged and also it eliminates need- 
less noise in the hospital. March is the 
time of the year to start spring house 
cleaning. All wheeled equipment should 
be assembled for inspection. New cast- 
ers for ward and room beds may need 
to be purchased even though a consid- 
erable number are required. This is a 
wise and usually an economical move. 

With the advent of oppressively hot 
weather it should not be necessary to 
make frantic efforts to find and repair 
electric fans. The methodical executive 
makes sure that this equipment is col- 
lected in the fall, repaired and tagged 
with the name of the department from 
which it came. No article used in the 
hospital gives more comfort and pos- 
sesses greater actual life-saving poten- 
tialities than the modern electric fan. 

Major renovation and rearrange- 
ment of wards and private room wings 
next claims attention. Often it is dis- 
covered during the winter months that 
it was impossible to ventilate a ward 
space without exposing patients to dan- 
gerous drafts and that light plugs, 
because of their arrangement or in- 
stallation, made the care of patients 
at night a difficult task. Summer, when 
the census is usually low, is the time 





for major repairs. Summer is the time 
to inspect and repair such equipment 
as pneumonia tents and oxygen trucks 
and tanks with their attached tubing 
and masks. The ward call bell system 
should also be checked and repaired. 

At our hospital we are completely 
replacing our entire heating system 
which has heretofore impaired the effi- 
ciency of our institution. Every super- 
intendent should endeavor during the 
summer season to perform a definite 
amount of steam line repair and re- 
placement so that after a few years 
this whole equipment will be efficient. 
Such a plan does not require a large 
expenditure at any one time. 

Next to the heating plant, bathing 
and toilet equipment requires the most 
careful attention to repair and replace- 
ment. 

Lucky is the institution that pos- 
sesses an honest, industrious and self- 
reliant engineer.’ 





1Read at the meeting of the Hospital Asso- 
ciation of Texas, Marlin. 





Cotton Filled Roll Gauze 
Versus Sponge 


The accompanying tabulation shows 
that four-inch cotton filled roll gauze 
is superior to the standard 4 by 4 
folded sponge in absorbent qualities 
and in gross cost of materials. The 
disadvantage of the former lies in the 
incidental cost of cutting and the fact 
that only two edges are folded over. 
The gross possible saving is about one- 
half. 

The figures in the accompanying 
table indicate that the cotton filled 
gauze, which is purchased by the roll, 
gives the most absorption for the 
money. However, it must be remem- 
bered that if this type of material is 
used, considerable time will be neces- 
sary to cut the roll into four-inch 
squares. Hence the net saving may 
not be appreciable if this labor must 
be paid for directly or indirectly. 














CoMPARISON OF ABSORBENT QUALITIES, WEIGHTS AND COSTS OF 
THREE TyYPEs OF SPONGE MATERIAL 
4 by 4 4 by 4 
Sponge 4 by 4 Cotton 
Filled With  Cottonless Filled Roll 
Cotton Sponge Gauze 
a re 2.55 gr. 3.6 gr. 1.5 gr. 
LO ee 28.40 gr. 30.0 gr. 17.8 gr. 
Ratio of absorption to weight............. 10.1 7.3 10.8 
Weight without cotton, dry............ 1.85 gr. 3.6 gr. 91 gr. 
Weight without cotton, wet............ 17.6 gr. 30. gr. 7.25 gr. 
Ratio of absorption to weight............. 8.5 18 6.5 
Weight of cotton, dry.................. 4 os .59 gr. 
Weight of cotton, wet................:. 10.8 gr. — 10.55 gr. 
Ratio of absorption to weight............. 14.4 16.8 
Cost per 1,000 four-inch squares......... $5.60 $5.07 $2.44 
I a re $0.22 $0.14 $0.16 
Absorption per 1,000 four-inch squares... 25,755 gr. 26,280 gr. 16,200 gr. 
Cost per 1,000 grams of absorption........ $0.22 $0.19 $0.15 
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Once over y, 
and Dry! G 


These Soft-Weve Towels 
S-T-R-E-T-C-H... that’s why 
they dry like Cloth 





contour ... these Soft-Weve ScotTissue 
Towels! They absorb every particle of mois- 
ture... dry pleasantly, quickly .. . like cloth. 
You seldom need more than one. That’s real 
economy. Write for free trial packet. Scott 
Paper Company, Chester, Pennsylvania. 


Te STRETCH to fit every curve and 








"It’s the first tissue 
towel I’ve found 
that’s soft enough 


to use on my face!” 


Try this stretch test, yourself. 
You'll see why ScotTissue 
Towels dry like cloth. 


Soft-Weve Scot issue lowels 


Your Hands are the First to Touch Them! 


Vol. 45, No. 2, August, 1935 








FOOD SERVICE °ee- 


Conducted by Anna E. Boller, Rush Medical College 


Food Poisoning—lts Cause 


and Its Control 


By Philip B. Matz, M.D. 
Central Office, Veterans' Administration, Washington, D. C. 


OOD poisoning in hospitals and 

domiciliary institutions is so fre- 
quently encountered that it is impor- 
tant for superintendents of such insti- 
tutions to be on the alert to prevent 
those occurrences. They should famil- 
iarize themselves with the nature and 
the common causes of institutional 
food poisoning, its control and the 
manner of conducting an epidemiologic 
study when an outbreak occurs. 

Food poisoning is a common gastro- 
intestinal affection of low fatality, 
caused by the ingestion of food which 
has been contaminated by certain 
types of bacteria, as a result of which 
toxic products are generated. The bac- 
teria most frequently found in food 
poisoning are members of the paraty- 
phoidenteritidis group of organisms, 
the staphylococcus, the streptococcus, 
Bacillus proteus, Bacillus cloacae and 
many other organisms; in addition, 
food poisoning may be due to the Clos- 
tridium botulinum, which causes the 
condition which is known as botulism. 

In many in- 
stances the organ- 
ism causing the 
food poisoning is 
not isolated, so that 
the bacterial cause 
of the outbreak re- 
mains unknown. 

One of the causes 
of food poisoning 
is lack of personal 
cleanliness of the 
employees of the 
dietetic depart- 
ment. Accordingly 
it is essential that this personnel be 
instructed in personal hygiene and the 
necessity for personal cleanliness, to 
prevent an outbreak. 

Instructions should be issued to the 
personnel of the dietetic department, 
especially food handlers, that they are 
expected to observe rigidly the rules 
of personal cleanliness, especially of 
the hands and finger nails. A special 
washstand should be installed in the 
kitchen, and there should be avail- 


*From the research subdivision, Medical and 
Hospital Service. 


Proper refrigeration of all 
foods both before and af- 


ter cooking and insistence 


upon cleanliness of food 
handlers will help prevent 
food poisoning outbreaks 


able an ample supply of liquid soap 
and plenty of towels for the use of 
the food handlers. This is essential in 
order to eliminate an important source 
of food contamination. 

In addition it is essential that the 
personnel of the dietetic department 
be examined periodically to ascertain 
whether or not they are carriers of 
bacteria which commonly cause food 
poisoning. If an employee is found to 
be a carrier he should be promptly 
transferred to other duties. 

Inasmuch as rats, mice, flies, roaches 
and other pests are carriers of bac- 
teria, which may cause food poison- 
ing, steps should be taken for their 
elimination from kitchens and dining 
rooms. This may be done by ratproof- 
ing and waterproofing floors, filling in 
crevices and painting walls. In addi- 
tion it is essential that windows and 
doors be screened, and that kitchens 
and dining rooms be sufficiently ven- 
tilated. 

It is essential that the refrigerators 
be adjusted so that 
the. temperature is 
adequate, sufficient- 
ly controlled and at 
a proper refriger- 
ating level. Fre- 
quently large 
amounts of food, 
such as hash, diced 
chicken, beef stew, 
salad, are placed in 
a refrigerator, the 
temperature of 
which is improper- 
ly adjusted. As a 
consequence, the central portion of the 
food does not undergo sufficient cool- 
ing, with the result that bacteria mul- 
tiply and secrete their toxins. When 
such food is subsequently served, 
either the microorganisms or their 
toxins, or perhaps both, may be the 
cause of an outbreak of institutional 
food poisoning. 

Foods such as meats, pastries, milk 
products, if kept at room temperature 
sufficiently long to permit the begin- 
ning of bacterial growth, may con- 
tinue to undergo decomposition even 


though they are placed in the refrig- 
erator, especially if the temperature is 
above that needed to inhibit bacterial 
growth. 

It is the practice in some dietetic 
departments to cook hams and then 
to allow them to cool at room tempera- 
ture for several hours, thus giving the 
bacteria an opportunity to multiply 
and produce toxins. When such hams 
are placed in the refrigerator bacterial 
growth may continue and the meat 
may then be the source of food poison- 
ing. It should be a strict rule of the 
dietetic department that all perishable 
foods should be kept in the refrigera- 
tor before they are cooked and soon 
after they are cooked, unless served in 
the meantime. 

Instead of leaving large quantities 
of food in single containers in the re- 
frigerator it is far better to divide the 
food into smaller portions so as to en- 
sure rapid chilling. 


Handling Pastries 


Pastries, custard fillings and the 
like should be well protected against 
possible contamination while being 
prepared or stored. Cotton, paper or 
transparent wrappers might be used 
in bakeries in the handling of the fin- 
ished products. Custard fillings should 
be refrigerated immediately following 
preparation and until ready for use. 
After they are baked, cakes and pas- 
tries should be covered or placed in 
especially constructed cases and not 
left in the open or on tables where 
they may be exposed to contamination 
from the coughing and sneezing of 
bakery personnel, which frequently 
cause staphylococcus or streptococcus 
food poisoning. 

There are three important groups 
of bacteria which may cause food poi- 
soning—Salmonella enteritidis, staphy- 
lococci and the botulinum group of 
organisms. In addition, members of 
the dysentery group, the streptococ- 
cus, and the B. proteus have been 
found as etiologic factors. The staphy- 
lococci which are isolated from cases 
of food poisoning produce toxins which 
are the direct cause of the symptoms 
present in the food poisoning outbreak. 
The staphylococci are usually of the 
aureus variety and may be hemolytic. 
Occasionally the albus type may be 
the causative organism. 

In the study of food poisoning out- 
breaks in Great Britain made by 
Savage and White, as quoted by E. O. 
Jordan,’ the organisms isolated in 
some one hundred cases were the Bacil- 
lus aertrycke, to which were attributed 
three-fourths of the cases. Next in 
frequency was the Bacillus enteritidis 
of Gartner. Not a single case of food 
poisoning was found to be due to the 
S. schotmilleri (Bacillus paratypho- 
sus B). It was the opinion of Savage 
and White that the cases reported to 
be due to the Bacillus paratyphosus B 
were in reality due to B. aertrycke. 
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None of the British outbreaks was re- 
ported as having been caused by the 
staphylococcus. 

Stewart A. Koser’® states that the 
members of the Salmonella group of 
organisms which are commonly re- 
sponsible for food poisoning are S. 
aertrycke, S. enteritidis and S. chol- 
erae-suis. If specific agglutinating 
sera for these types are not immedi- 
ately available, some information can 
be obtained with sera which are usu- 
ally at hand. It is suggested that ag- 
glutination tests be made with S. 
schotmiilleri (paratyphosus B) serum 
and with enteritidis serum. While 
the typical S. schotmiilleri is rarely, 
if ever, associated with food poisoning, 
nevertheless the schotmiilleri serum 
will cause clumping of S. aertrycke 
and, to some extent, of S. cholerae- 
suis. Thus the immediate application 
of the two sera referred to above 
should be useful in determining if the 
causative organism is one of the three 
Salmonella types most commonly asso- 
ciated with food poisoning (S. aer- 
trycke, S. enteritidis, and S. cholerae- 
suis). 


Fermentation Tests 


The cultural differentiation with the 
sugar fermentation tests should also 
be made. All Salmonella types fer- 
ment with acid and gas production in 
maltose, rhamnose, mannitol and sor- 
bitol cultures; xylose is fermented by 
all but S. paratyphi (paratyphoid A), 
and arabinose and trehalose are fer- 
mented by ali the types, with the ex- 
ception of S. cholerae-suis. 

Jordan* refers to food poisoning out- 
breaks in the United States as being 
caused by the staphylococcus and its 
toxins. In several instances in which 
it was found that the food contained 
staphylococci in large numbers it was 
also noted that when the staphylococci 
were isolated in pure cultures they 
yielded a broth filtrate which, when 
swallowed in small amounts by human 
volunteers, produced the typical symp- 
toms that had been observed in the 
original patients. 

The toxic substance causing certain 
food poisonings is a product of bac- 
terial metabolism. The first success- 
ful experiments to establish this fact 
were described by Dack, who fed bac- 
teria-free filtrates of staphylococcus 
cultures to human volunteers and ob- 
tained symptoms of typical food poi- 
soning. In a recent epidemic of food 
poisoning in Winona a green-produc- 
ing streptococcus was isolated as the 
causative agent. Twenty-five cubic 
centimeters of a sterile filtrate of the 
culture of this organism when fed to 
monkeys caused symptoms identical 
with those caused by staphylococcus 
filtrates. The chemical nature of the 
toxic substance has not been clearly 
defined nor has it been found to be a 
true toxin. Both the staphylococcus 
and streptococcus filtrates appear to 
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be more or less similar in their effects. 

Jordan refers to two types of B. 
paratyphosus B which are frequently 
isolated in cases of food poisoning 
outbreaks. One is the B. paratyphosus 
B (schotmiiller type), of human ori- 
gin; the other is B. paratyphosus B 
(aertrycke type), of animal origin. 
B. paratyphosus B (aertrycke type) is 
probably the major organism isolated 
in outbreaks of food poisoning. 

Cl. botulinum is a spindle shaped, 
anaerobic, spore bearing rod which 
generates a true toxin which is highly 
poisonous when ingested. There are 
three known varieties differing in va- 
rious respects, including toxicity. The 
three types are A, B and C; type A 
produces by far the most potent toxin. 

Since the spores of Cl. botulinum 
are relatively common in soil in many 
parts of the world and adhere fre- 
quently to vegetables used in preserv- 
ing, and since also the temperatures 
used in the home canning of food 
have, in the past, been often inade- 
quate to ensure complete sterilization, 
one would expect a good deal more of 
botulism than is really encountered. 
The reasons for the rarity of the con- 
dition are: (1) unsuitable reaction 
of food, so that toxins are not formed; 
(2) unsuitable temperature for ger- 
minating the Clostridium; (3) few 
uninjured spores are usually found; 
(4) simultaneous presence of other 
organisms, especially the spores, such 
as Cl. sporogenes, which destroy the 
toxin of Cl. botulinum. 

The usual symptoms and signs of 
food poisoning consist of vomiting, ab- 
dominal pain, diarrhea, passage of 
blood and mucus, rapid pulse, temper- 
ature and cyanosis. The symptoms of 
botulism begin to set in usually about 
twelve hours to several days after the 
ingestion of the food. There may be 
double vision, ptosis of the lids and 
certain nervous symptoms, also mus- 
cular weakness, profuse secretions 
from the mouth and nose, and pro- 
found systemic toxemia. Death is due 
to failure of respiration or of the 
heart, more often the former. 

Staphylococcus food poisoning is 
due to the presence of the staphylococ- 
cus or the toxins in the food generated 
by this organism. It is characterized 
by a rapid onset, nausea, vomiting 
and diarrhea, which appear three to 
four hours after the ingestion of the 
food. 


Cases in Great Britain 


Salmonella food poisoning symp- 
toms appear usually about six to 
twelve hours and frequently more than 
twenty hours after partaking of the 
contaminated food. In some one hun- 
dred cases of food poisoning outbreaks 
in Great Britain reported by Savage 
and White’, 75 per cent were due to 
the B. aertrycke and the remaining 
cases were due to the S. enteritidis of 
Gartner. In this group of cases there 





was a short incubation period, usu- 
ally two to three hours, and the en- 
suing symptoms were nausea, vomit- 
ing, diarrhea, extreme prostration, 
abdominal pain and tetanic muscular 
contractions, especially of the flexors 
of the legs. 

While it is frequently difficult by 
epidemiologic methods to ascertain the 
food responsible for a poisoning out- 
break, it is more difficult and at times 
impossible to isolate the microorgan- 
ism which may be the cause of the 
food contamination or decomposition. 
Such organisms as the staphylococcus 
and streptococcus may be found any- 
where, particularly in food. Accord- 
ingly, if either of these two organ- 
isms is recovered in food it must not 
be inferred that it is the causative 
factor of the food poisoning. 


When an Outbreak Occurs 


In an outbreak of food poisoning it 
is essential that the various foods 
which enter into the menu be consid- 
ered carefully from various angles. 
This should include a study of the 
manner of preparation, whether or 
not any of the foods were exposed at 
room temperature, and the length of 
time of such exposure. If the foods 
were kept in the refrigerator, was the 
refrigeration insufficient to prevent 
bacterial growth? Were such foods 
as hash, potato salad, meat stew, 
placed in the refrigerator in such large 
quantities that the central portion of 
the food did not undergo sufficient 
cooling, with the result that portions 
of such food became contaminated by 
bacterial growth? 


The Bacteriologic Survey 


An epidemiologic examination should 
also include a bacteriologic survey of 
food handlers, thorough bacteriologic 
and chemical analyses of the suspected 
foods, the vomitus and the excreta of 
the affected persons. Occasionally, 
food handlers may be carriers of bac- 
teria, such as the Salmonella group of 
organisms or of staphylococci; similar 
bacteria may be found in the food or 
in the vomitus or the excreta of the 
affected persons, thus proving the re- 
lationship of the bacteria to the food 
poisoning outbreak. 

Over the past few years there have 
been very few food poisoning out- 
breaks in the Veterans’ Administration 
hospitals and domiciliary institutions. 
In these outbreaks the particular food 
responsible for the outbreak has usu- 
ally been recognized. However, it has 
been difficult to isolate the specific 
microorganism responsible for the 
food contamination or decomposition. 

The following are summaries of the 
reports of the food poisoning outbreaks 
which have occurred in the Veterans’ 
Administration institutions during the 
past few years. 

Outbreak No. 1.—Following a noon- 
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LIBBY’S UNSWEETENED PINEAPPLE 
JUICE... RICH IN ESTERS 


Your hot-weather trays will have the properly 
cool, refreshing look, if they bear frosty glasses of 
Libby's Hawaiian Pineapple Juice! Patients and 
staff alike acclaim this new and different breakfast 
drink. 

Libby's is the natural juice of field-ripened Ha- 
waiian pineapple, wusweetened. Its exceptionally 
fine, tangy flavor is due to the fact that it’s rich in 
Esters, the flavor-carriers of the full-ripe fruit. 

Libby's Pineapple Juice contains Vitamin A; is 
a good source of B and C. It supplies alkali-form- 
ing minerals and other nutritional essentials. And 
these values are uniform the year around. 

You can get delicious Libby's Pineapple Juice 
from your usual source of supply. It costs you no 
more than ordinary brands. Libby, M¢Neill « 


Libby, Dept. N-56, Welfare Building, Chicago. 


Accepted by the Committee on Foods 
of the American Medical Association 











day meal in the month of February, 
about forty-three employees, consist- 
ing of kitchen attendants, ward at- 
tendants, elevator operator, laborers 
and a janitor developed diarrhea and 
abdominal cramps in varying degrees 
of severity. The diarrhea started at 
4 p. m. in the earliest case and ap- 
peared at varying intervals up until 
12 midnight. The symptoms indicated 
that it was a mild gastro-intestinal 
upset, due to some article of food. 

The menu for the personnel was 
identical with that served the pa- 
tients, with the exception of rice pud- 
ding, which was served the personnel 
at the noon meal. This pudding was 
left over from the previous day and 
had been kept in the refrigerator. 
Upon inquiry it was found that there 
had been a breakdown of the refrig- 
eration system, with a rise of tem- 
perature in the refrigerator. 

The persons affected were all em- 
ployees—none of the patients suffered 
from the _ gastro-intestinal disturb- 
ance. Inquiry developed the fact that 
some article of food in the noonday 
meal caused the disturbance. Every 
one of the employees had partaken of 
the rice pudding at this meal. 

The conclusion was therefore reached 
that the rice pudding was the food 
responsible for the attack of food poi- 
soning. The contamination or decom- 
position of this food had been caused 
by a defective refrigerator, the inside 
temperature of which was higher than 
that necessary to prevent bacterial 
growth. All of those affected recov- 
ered promptly. 

It was unfortunate that all of the 
rice pudding left over from the meal 
had been discarded prior to the de- 
velopment of the gastro-intestinal out- 
break, so that chemical and bacterio- 
logic examinations of the food were 
not possible. 


Tongue Is Suspected 


Outbreak No. 2.—On August 9 at 
10 p. m. the officer of the day found 
eighteen patients ill in various parts 
of a hospital with symptoms of nausea, 
vomiting and diarrhea. These pa- 
tients when questioned stated that 
they had partaken of cold sliced 
tongue and had drunk milk at the eve- 
ning meal. 

The bacterial count of the milk made 
on the previous day was 5,450 bacteria 
per cc. 

The tongue was received from the 
supply service on the morning of 
August 7 and was cooked for three 
hours that morning. At noon it was 
taken out of the cooker and cooled for 
five and one-half hours under a fan. 
At 5:30 p. m. the tongue was placed 
in the refrigerator. 

On the morning of August 9 the 
tongue was taken from the refrigera- 
tor and sliced, and immediately re- 
turned. At 3 p. m. it was again taken 
from the refrigerator and placed on 
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platters and served to the patients at 
5 p. m. The chief medical officer was 
of the opinion that the tongue was the 
cause of the outbreak. 

Bacteriologic examination of sam- 
ples of tongue showed the presence of 
the staphylococcus albus. Cultures 
made from scrapings from pans used 
in cooking the tongue showed the 
presence of the staphylococcus. Cul- 
tures made from scrapings from the 
finger nails of the three food handlers 
who handled the tongue showed the 
presence of the staphylococcus. 

It is believed that the staphylococ- 
cus which was isolated from the 
tongue, from the pans used in cooking 
the tongue and from the finger nails 
of the food handlers, was probably the 
offending organism. The symptoms 
which occurred about four to five 
hours after the ingestion of the tongue 
were suggestive of staphylococcus food 
poisoning. 


Fruit Meringue Guilty 


Outbreak No. 3.—On August 14 
from 3:30 p. m. to 9 p. m. the officer 
of the day was called to see personnel 
and patients who gave evidence of 
vomiting and diarrhea. In all thirty- 
two patients and personnel had gas- 
tro-intestinal symptoms; some gave 
evidence of chills, weakness, thready 
pulse and fever. 

Suspicion was directed at the noon 
meal which consisted of vegetable 
soup, roast beef, browned potatoes, 
canned string beans and a mixed fruit 
meringue. After a careful inquiry it 
was concluded that the fruit meringue 
was the causative factor. 

The fruit meringue was prepared 
at 3 p. m. August 13 from left-over 
fruits which had accumulated for sev- 
eral days. It was left exposed in the 
main kitchen until August 14, when it 
was served. It consisted of a combina- 
tion of milk, eggs, constarch and 
sugar, which constituted an excellent 
medium for bacterial growth. 

It was not possible to make a labo- 
ratory examination of the fruit mer- 
ingue as the unused portion had been 
discarded before the outbreak of the 
food poisoning was reported. 

Outbreak No. 4.—On January 10 a 
food poisoning outbreak occurred af- 
fecting eighteen patients. The symp- 
toms varied from slight abdominal 
cramps to extreme shock experienced 
by one patient. Most of the patients 
gave evidence of nausea, vomiting and 
diarrhea. The symptoms became man- 
ifest from four to six hours after the 
ingestion of the noonday meal. This 
meal consisted of soup, corned beef, 
cabbage, tomato sauce, baked potatoes, 
bread, butter, coffee or milk and ice 
cream. All of the patients had par- 
taken of the corned beef. 

Inasmuch as the corned beef was 
suspected of being the causative factor 
a specimen was submitted to the de- 
partment of agriculture for bacterio- 








logic examination. The report showed 
the presence of organisms, probably 
of the Salmonella group. 


Summary and Conclusions 


1. Insistence on personal cleanliness 
of the employees of the dietetic de- 
partment of hospitals and domiciliary 
institutions is an insurance against 
outbreaks of food poisoning. It is es- 
sential that food handlers be instructed 
to scrub their hands with soap and 
water prior to the preparation of 
meals or the handling of food. 

2. As a means of preventing out- 
breaks all food handlers should be ex- 
amined periodically to ascertain 
whether or not they are carriers of 
the bacteria which are commonly 
found in cases of food poisoning. Em- 
ployees found to be such carriers 
should be promptly transferred from 
the dietetic department. 

3. The elimination of rodents, ver- 
min and flies from the kitchens and 
dining rooms will prevent food poison- 
ing inasmuch as they are carriers of 
bacteria commonly the cause of such 
outbreaks. 

4, Insufficient refrigeration of cooked 
or uncooked foods is a frequent cause 
of food decomposition and food poi- 
soning outbreaks. Cooked or un- 
cooked foods as well as pastries should 
not be left uncovered and at room 
temperature, thus inviting bacterial 
contamination and bacterial growth. 
Nonadherence to these injunctions may 
frequently result in food poisoning. 

5. The principal Salmonella group 
of organisms found in cases of food 
poisoning outbreaks are S. aertrycke 
(B. paratyphosus B) of animal origin; 
Salmonella enteritidis of Gartner; 
and S. cholerae-suis. In addition the 
staphylococcus, streptococcus and the 
Cl. botulinum are frequent bacterial 
contaminants of foods. All of these 
organisms are capable of generating 
toxins which may contribute to the 
symptoms which usually accompany 
food poisoning outbreaks. 

6. A review of the four food poi- 
soning outbreaks recorded in this 
paper indicates that the principal fac- 
tor responsible for the poisoning was 
insufficient refrigeration of various 
foods. There is a possibility that one 
outbreak was caused by staphylococci 
which were found under the finger 
nails of food handlers. Accordingly, 
proper refrigeration of all foods both 
before and after cooking, and the in- 
sistence upon personal cleanliness of 
food handlers will prevent institu- 
tional food poisoning outbreaks. 
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MUSCULAR DYSTROPHIES 


wil! GLYCINE 
of 
GELATINE 


Since 1932 observers have been reporting improve- 
ment in patients with muscular dystrophies who have 
been fed glycine daily over a period of weeks. Among 
the types of cases that have definitely been benefited 
are those of myasthenia gravis, pseudohypertrophic 
muscular dystrophy, and progressive muscular dys- 
trophy." 


Benefits have ranged from arrest of the disease and 
the cessation of symptoms to improved muscle func- 
tion and a return toward normal striations. For in- 
stance one report by Boothby on 46 cases of myas- 
thenia gravis states that all but two responded favorably.’ 


Knox Gelatine is 25% glycine. Its use as an adjuvant in glycine therapy is made widely available 
because it is so inexpensive. The recommended dosage of glycine is 10 to 15 grams daily. This 
amount is contained in 40 to 60 grams of Knox Gelatine which can be used in relatively concentrated 
form as high as 342% in desserts and 10% and more in soups. 


A truly remarkable product, Knox Gelatine. See that your patients get a U. S. P. gelatine or 


Made as carefully as an ampule solution. Bac- better. None surpasses Knox Gelatine in purity. 
teriologically safe. Contains no sugar or flavor- Send for booklet of recipes showing how gel- 
ing. A nearly neutral pH. Exceeds in quality all atine may be used to make interesting glycine- 
U. S. P. standards rich dishes. 

1. Tripoli, McCord & Beard, J. A. M. A. Nov. 23, 1934. 2. W. M. Boothby, Arch. Int. Med. 53, 39-45. 


KNOX GELATINE LABORATORIES, 465 Knox Avenue, Johnstown, N. Y. 
Please send me FREE your booklets, “Feeding Sick Patients,” “Feeding Diabetic Patients” and “Reducing Diets.” 
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Cafeteria Service Has Proved Its Value 


in a State Hospital 


By O. O. Fordyce, M.D. 
Superintendent, Toledo State Hospital, Toledo, Ohio 


OOD service in a state hospital is 

one of the major problems as it 
represents the second largest item in 
the hospital budget. 

The organization of the dietary de- 
partment is important. At Toledo 
State Hospital, Toledo, Ohio, the chief 
clerk, who corresponds to the steward 
in many states, has charge of the 
making of requisitions and emergency 
purchases of food. The actual prepa- 
ration and food service is under the 
direction of the dietitian. A man chef, 
under. the general supervision of the 
dietitian, has the immediate charge of 
the main kitchen. An assistant dieti- 
tian has charge of the special diet 
kitchen and food service for the physi- 
cally sick. 

The principal circumstances which 
prompted this hospital to consider 
cafeteria service were, first, the in- 
ability to serve hot foods hot and cold 
foods cold to a large number of pa- 
tients; second, the population had long 
since outgrown the capacity of the 
general dining room; third, the inabil- 


ity to serve equitable and satisfactory 
portions of foods. 

In serving a large number of pa- 
tients in family style in a congregate 
dining room, the food was served in 
large dishes which were placed on the 
tables before the patients entered the 
dining room. This required consider- 
able time, which permitted the food 
to become partially cold. The patients 
entered the dining room and made a 
rush to their respective tables. Fre- 
quently, the more ill-mannered, greedy 
patients would grab the choicest se- 
lections and portions of food, while 
the more modest, cultured patients 
took what was left. This practice was 
exasperating, especially to the more 
intelligent and refined patients. 

Cafeteria service provides for equi- 
table serving and entirely eliminates 
the grabbing of foods. We have ob- 
served that the mental attitude of the 
patients while in the dining room is 
much more pleasant and cheerful than 
formerly. 

Various types of equipment were 
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studied to determine which type would 
best solve our problem. Visits were 
made to some of the mental hospitals 
in Michigan which have cafeteria 
service. After much deliberation a 
cafeteria of the electric cabinet type 
on wheels was installed. In order to 
facilitate and expedite serving a large 
number of patients, two complete units 
were installed in the men’s congregate 
dining room. The individual units for 
hot foods are portable, insulated and 
electrically heated. The cold units are 
stationary. The hot units are used 
both for the transportation of foods 
from the kitchen to the cafeteria and 
for the serving of food. The food con- 
veyors are heated in the cafeteria, 
taken to the kitchen and filled. Then 
they are wheeled back to the cafeteria 
and neatly placed in line along the 
permanently stationed monel tray 
slide and other fixed units. The in- 
sulated food conveyors with tight lids 
not only keep the food hot but prevent 
it from drying. 

Patients enter the dining hall at 
the two ends forming two lines, both 
being served at the two units at the 
same time. This arrangement reduces 
the time of serving one-half. The menu 
is posted in large letters immediately 
over each cafeteria unit, which per- 
mits the patient to read the menu 
upon entering the dining hall. Posters 
are also provided inviting the patient 
to return to the counter for extra help- 
ings. The dining hall seats 480 pa- 
tients. It is now being used for both 
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Two complete units of an electric cabinet type cafeteria on wheels are installed in the dining hall at Toledo State Hos- 
pital. Each counter unit consists of five conveyors on 8-inch casters. When the food conveyors have been filled in the 
kitchen they are wheeled back to the dining room, placed in line behind the permanently fixed steel tray slide and hooked 
together. Lines form at each end of the dining hall and meet in the center of the room, service thus taking place at two 


different points at the same time. 
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THE hARO BABY PAYS THE DOCTOR 


@ Every mother craves the very best for her baby. She prefers a pediatrician 
for the baby’s supervision, seeks select foods for his regime, strives for his 
superior care. Whatever her station in life, maternal devotion means sacrifice 
for her baby... But when the family means are limited, that sacrifice is at the 
expense of the doctor. His fee is disbursed for expensive foods, extravagant 
raiment and the baby taken to the /ree clinic...The Karo Baby pays the 
doctor. What the mother saves from expensive carbohydrates goes to the 
private doctor. Karo is the economical milk modifier. It contains the 
maltose-dextrin every budget can afford. The baby thrives, the mother 


saves, the doctor lives... Doctor—Be wise—Prescribe Karo for the Baby. 
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men and women, and approximately 
one thousand patients are served daily. 
It has been gratifying to observe this 
large number of patients, quietly 
passing along the counters, receiving 
appetizing food, temptingly served on 
warm dishes taken from the warming 
ovens and then carrying their trays 
to their respective tables with no more 
confusion or noise than is observed in 
a commercial cafeteria. 

Cafeteria service requires more 
labor. However, we have not em- 
ployed any additional help as the extra 
help required has come from the bet- 
ter patients. Men patients, in white 
uniforms, assist two employees sta- 
tioned back of the counters, with the 
serving. The time required for serv- 
ing is from one and one-half to two 
hours, depending upon the menu. Be- 
cause of the large agricultural pro- 
gram and the many other industrial 
activities, the men patients are served 
first. Before installing the cafeteria 
service we were fearful that it might 
interfere with the industrial activities 
by slowing the service of the meals. 













However, by having the men served 
first, it has not retarded or inter- 
fered with the industrial work. 

On the other hand it has enabled us 
to serve hot foods many times to 
forces of patients who have been de- 
layed in the hay fields, and during 
extremely busy times. It has enabled 
us to vacate the congregate dining 
room formerly used for women pa- 
tients, with a seating capacity for 480 
patients, and an adjoining large serv- 
ing room. It has also enabled us to 
vacate two dining rooms in cottages, 
which space is now being used for 
two dormitories containing twenty- 
eight beds. Figuring the per capita 
cost per patient at the nominal sum 
of $200, the increased capacity for 
twenty-eight additional beds would 
more than cover the entire cost of the 
cafeteria equipment, including $1,100 
for a dishwashing machine. The 
women’s general dining room and 
serving room, covering 7,000 square 
feet floor space, are now being used 
for other purposes. A _ considerable 
amount of space is thus saved. 
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No. 14—Red Pond Lily Salad 





N A bed of lettuce, place three or four rosettes of cooked 

broccoli, and in the center a small, red, hothouse tomato, 
which has been previously cut in the shape of a rose. Sprinkle 
top of rose with the grated yolk of a hard-cooked egg. To make 
the rose, cut the tomato around in an unbroken strip about one 
inch wide, eliminating the pulp and seeds. Then roll the tomato 
in the shape of a rose. Serve with vinaigrette sauce. 


*Author of the Edgewater Beach Salad Book. 


By Arnold 
Shircliffe* 


Hothouse Tomato 
Grated Egg Yolk 



















The disadvantages of cafeteria serv- 
ice are that it requires about twenty- 
five per cent more time than the fam- 
ily style of serving, and perhaps fifty 
per cent more work in the dining room. 
However, the character of the addi- 
tional labor is such that it can be done 
by the patients under supervision. 

The advantages may be summarized 
as follows: (1) It makes possible the 
serving of hot foods hot, and cold 
foods colder than family style serv- 
ice; (2) it provides equitable and more 
satisfactory servings to patients and 
entirely eliminates the grabbing of 
foods; (3) by serving two meals in 
succession, which can be done satis- 
factorily, a saving of one hundred per 
cent in dining room space and equip- 
ment is effected; (4) table waste is 
substantially reduced; (5) by elimi- 
nating the grabbing of foods by ill- 
mannered patients, the mental attitude 
of the patients while in the dining 
room is more cheerful and contented; 
(6) patients appreciate the opportu- 
nity for self-service; (7) it has a re- 
habilitating value. 

With the view of maintaining higher 
and more uniform standards in the 
state hospital dietaries, the following 
suggestions are submitted: 

1. The employment of an experi- 
enced, well qualified male chef in all 
state hospitals of 2,000 or more pa- 
tients. 

2. Raising the wage scale of cooks 
and cafeteria employees to equal that 
of an attendant’s salary. 

3. The installation of ovens in kitch- 
ens when bakeries cannot handle all 
baking requirements, to give patients 
more baked food. 

4. The installation of mechanical 
equipment, such as peelers, mixers, 
chopping machines, ice cream freezers 
and vacuum food containers whenever 
these can be used to advantage. 

5. The establishment of canneries 
and the installation of dehydrating 
equipment, with correspondingly en- 
larged vegetable and fruit production. 

6. The installation of electric dish- 
washers. 

7. Providing the proper equipment 
and decoration of paring rooms, in- 
cluding the installation of radios. 

8. Self-service by the cafeteria 
method for fifty per cent of the pa- 
tients. 

9. Cafeteria service for all of the 
employees. 

10. A concerted effort to make food 
more palatable and attractive and to 
serve hot food hot and cold food cold. 

11. A concerted effort to provide 
more satisfactory and more varied 
menus, made possible by raising more 
vegetables and fruits for winter stor- 
age, together with larger canning 
and dehydration of foods. 

12. Closer attention to the food re- 
quirements of the institution in plan- 
ning garden produce’. 





1Read at the meeting of the Managing Offi- 
cers Association, Toledo. 
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Reducing the Cost of Meals by 


Serving Less Meat 
By W. D. Voorhis 


Assistant Superintendent, Paterson General Hospital, Paterson, N. J. 


HE constantly increasing commod- 

ity prices caused by the NRA and 
the processing taxes under the AAA 
have forced hospitals to effect many 
economies heretofore considered im- 
possible. It may at times have seemed 
that every avenue effective for the 
saving of the pennies had been ex- 
hausted, but there are still and always 
will be opportunities for further re- 
duction of the burdensome overhead 
entailed by the so-called depression. 

The fact that expenses were in- 
creasing by leaps and bounds was 
very forcibly brought to attention by 
rising food costs. As approximately 
30 per cent of the budget, exclusive 
of the pay roll, is expended for the 
dietary department, naturally this is 
a focal point for judicious economy. 
The additional fact that meats consti- 
tute approximately 30 per cent of the 
dietary expenditures singles out this 
particular group of foods for imme- 
diate consideration. 

At Paterson General Hospital it 
was believed that too great an amount 
of meat was used in comparison to 
other foods. With the active coopera- 
tion of the chief dietitian it was de- 
termined to make consistent efforts to 
reduce the consumption of meat by 
using more substitute foods, such as 
dairy products, eggs, poultry and sea 
foods. After approximately one-and- 
one-half years’ effort in this direction 
we are now in a position to analyze 
this campaign and judge its effective- 
ness. 

For this purpose the first five 
months of the years 1934 and 1935 
have been selected for comparison. 
The accompanying table of statistics 
shows clearly just what was accom- 
plished. From these statistics it is 
apparent that there was an actual 
decrease of 5,952 pounds in the amount 
of meats used in 1935 as compared 


with the same period in 1934. How- 
ever, due to the price increases caused 
by the NRA and the processing taxes 
under the AAA, there was a net in- 
crease of $1,149.89 in the total cost of 
meats in 1935 over the same period 
of 1934. In this connection the latest 
figures of the Grinstead Food Price 
Index as quoted in Hospital Manage- 
ment, June, 1935, indicate that food 
prices have risen 14.83 per cent over 
one year ago. To elaborate somewhat 
further, this study showed that the 
cost per meal for meats in 1934 was 
$0.05 and in 1935 it was $0.058, or an 
increase of 8.6 per cent, whereas the 
increase in cost of meats as a whole 
was 13.5 per cent. 

Since the reduction in the amount 
of meats consumed was the prime fac- 
tor of this effort it appears that it was 
successful. Had the use of meats in 
1935 been continued at the same ratio 
as in 1934 there would have been an 
added cost of some $1,550 for the 
5,952 pounds. This step was in no 
sense undertaken to reduce the quality 
of meats but to initiate the use in the 
hospital of high quality substitutes for 
meats. 


It was found poor policy to substi- 
tute a lower quality of meats to re- 
duce this expense because this proved 
more costly per unit of serving and 
lowered the general standard of hos- 
pital service. While it is not good 
economy to purchase superquality food 
commodities, the use of anything less 
than high grade articles is immedi- 
ately reflected in additional poundage 
of waste and inevitably results in in- 
creased food costs. 

It appears frdm the end results of 
this study that a factual cost study of 
various types of menus could be profit- 
ably initiated by those concerned in 
menu planning and the purchasing of 
various food supplies for hospitals. 

















A COMPARISON OF THE AMOUNT OF MEAT USED 
IN Two FIivE-MONTH PERICDS 
1934 1935 
Pounds Pounds 
Used Cost Used Cost 
January 9,439 $1,544.55 7,312 $1,708.69 
February 7,641 1,655.17 7,410 1,903.11 
March 7,826 1,499.98 6,874 1,819.93 
April 9,391 1,875.88 8,232 2,216.03 
May $211 1,952.36 6,728 2,030.07 
Totals 42,508 $8,527.94 36,556 $9,677.83 














FOOD FOR THOUGHT 





® We constantly hear about the 
higher prices of food. We are told 
that on May 7 food costs were 15.1 
per cent higher than the correspond- 
ing day of last year and that they 
were 32.8 per cent over those of the 
previous year. The point that is often 
forgotten when discussing food costs 
is that even though they have had 
this great rise, they are still 18.8 per 
cent below prices six years ago. 


© News items have appeared telling 
of the change in the dietary depart- 
ment of state institutions in Ohio. A 
chef is taking over the work, and 
claims he will save $50,000 a year be- 
cause, when contacting a new hospital, 
prison or home, he goes at once to 
the kitchen, where he supervises the 
preparation of foods, and demon- 
strates how they should be bought, 
prepared, or served more efficiently. 
Shouldn’t the hospital and dietetic as- 
sociations ask why the governor did 
not place a dietitian in this position 
when he created it? 


© It is interesting to note the differ- 
ence of opinion that is appearing in 
literature as to the advisability of 
placing so much emphasis on the im- 
portance of vitamins. Most of the 
nutrition people talk about an ade- 
quate supply not being the desired 
optimum, and urge that somewhat 
more than just the necessary amount 
be given. 

Dr. Walter C. Alvarez of the Mayo 
Clinic has taken exception to this opin- 
ion in an editorial in the Journal of 
Nutrition and Digestive Diseases. He 
wonders if it “does any good to keep 
stuffing a child with vitamins after 
it has had enough” and asks, “May 
not enough be as good as a feast?” 
He goes on to question the advisability 
of giving too much, making the point 
that in stuffing children with growth 
promoting vitamins, we may make 
them so oversized that they are un- 
comfortable in the world as it is now 
planned. It is an interesting new 
viewpoint! 


e The menus for general patients 
which have run over a period of two 
years have been so popular and the 
requests for similar menus for the 
staff so persistent, that we have 
planned to have such a series starting 
with October. They will be prepared 
by an equally capable group of dieti- 
tians. If you have any suggestions as 
to how these menus may be more help- 
ful to you, please send them in. 


@ Likewise, a series of tray decora- 
tions are now being planned to follow 
the salad series which will be com- 
pleted within the next couple of 
months. If you have any unusual tray 
decorations, won’t you let us know 
about them? 
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@ NEW! Pure Dextrose at 10¢ per pound 

to your patients. For further information 

write: Corn Products Sales Co., Dept. H8 
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BREAKFAST 


By GLADYS SPRING RAMBLER 


Administrative Dietitian, Harper Hospital, Detroit 


September Breakfast and Luncheon Menus 

















Day Fruit 


Main Dish 








Preserves 
Soft Boiled Eggs 
Bacon 
French Toast 
With Syrup 


1. Grapefruit 


2. Stewed Apricots 


3. Fresh Pears 


Scrambled Eggs 


4. Orange Juice 














LUNCHEON 
Soup Main Dish Potatoes or Substitute Vegetable or Salad Dessert 
Barley Cold Boiled Ham Potato Salad Head Lettuce, Thou- Cantaloupe enaiins 


Cream of Tomato 


Vegetable 


Philadelphia 
Pepper Pot 


sand Island Dressing 





Chop Suey Buttered Rice 


Fresh Fruit Salad 








Sweet Breads Duchess Potatoes 


Mikado 


Combination Vege- 
table Salad 








Grilled Tomatoes 
Buttered String Beans 
Braised Carrots 


Spiced Pear With 
Cream Cheese Salad 


Devil’s Food 





Sliced Peaches 
Vanilla Wafers 


Black Walnut 
Cup Cakes 








5. Fresh Peaches Grilled Ham 


Ministra 


Veal Patties Buttered Noodles 


Wrapped in Bacon 


Tomato Salad 


Watermelon 





6. Grapefruit Poached Egg on Toast 








7. Applesauce Bacon 





Jelly, Breakfast Sausage 


8. Oranges 


Cream of Mushroom 


Tunafish Salad Stuffed Baked Potato 


Carrot and Raisin 
Sala 


Apricot Whip 





Split Pea 


Italienne Spaghetti 
p 


Head Lettuce 
Sherry Dressing 


Fruit Gelatin 
Custard Sauce 





Assorted Cheeses 


Potato Chips 


Perfection Salad 


Spice Cake 





Corn Chowder 





Preserves | 
Soft Boiled Eggs 


Canadian Bacon 


9. Bananas 


10. Honey Dew Melon 
French Toast 
With Syrup 


1. Grapefruit 


— 


Consommé 





Cream of Carrot 





Lamb Chops Buttered Spinach 


Cucumber and Green 
Pepper Salad 


Baked Pears. 





Chicken Pie Buttered Rice 


Mexican Slaw 


Sliced Peaches 
Ice Box Cookies 





Tomato and Okra 


Veal Cutlets Buttered Cauliflower 


(Country Style) 


Stuffed Tomato 


Pecan Rolls 





Bacon 


Blue Grapes 


3 | 


-_ 
bo 


Scrambled Eggs 


13. Fresh Peaches 





14. Plums Poached Egg on Toast 


15. Fresh Pears Grilled Ham 


Cream of Asparagus 


Duchess Potatoes 
Buttered Beets 
Buttered Asparagus 


Orange and Coco- 
nut Salad 


Banana Whip 





Clam Chowder 


Baked Potato 


Creamed Codfish 


Chef’s Salad 


Cantaloupe 





Potato and Onion 
Cream of Chicken 
and Rice 





Canadian Bacon Buttered Hominy 


Grapefruit and 


Fruit Cake 


Cream Cheese Salad Hard Sauce 








Assorted Cold Cuts Potato Chips 


Tomato Aspic 


Applesauce. 
Marguerites 








16. Orange Juice Bacon 


Scotch Broth 


Mushrooms 4 la King Patty Shells 


per and Pimiento 
Salad 


Cabbage, Green Pep- Watermelon 





Preserved Figs 
Sausage 








17. Grapefruit 


18. Cantaloupe Soft Boiled Eggs 





Scones and Jelly 


19. Plums 


Cream of Tomato 


Julienne Potatoes 
Buttered Spinach 
Vichey Carrots 


Stuffed Prune Salad 


Angel Food 











Old-Fashioned 
Navy Bean 


Chow Mein Chinese Noodles 


Head Lettuce, Thou- 


Fresh Fruit Cup, Nut 


sand Island Dressing Bread Sandwiches 





Cream of Pea 


Cube Steak on Toast Buttered Broccoli 


Banana-Nut Salad 


Peach Pan Dowdy 
With Whipped Cream 





Poached Egg on Toast 


20. California Grapes 


Bacon 


tw | 


1. Baked Apple 


French Toast 
With Syrup 


22. Oranges 


Oyster Stew 


Salmon With Lemon French Fried Potatoes 


Peas, Celery and 
Pickle 


Cinnamon Rolls 





~ Noodle 


Corned Beef Hash 
With Poached Egg 


Tomato Salad 


Blueberry Tarts With 
Whipped Cream 





French Onion 


Cream Dried Beef Baked Potato 


Coleslaw 


Sliced Peaches 
Macaroons 





Soft Boiled Eggs 


23. Stewed Apricots 


Cream of Celery 


French Fried Oysters Buttered String Beans Egg and Pickle Salad 





Jelly Roll a 








24. Cantaloupe Canadian Bacon 


Vegetable 


Toasted Bacon and 
Tomato Sandwich 


Jellied Vegetable 
Salad 


Watermelon 





Scrambled Eggs 


25. Bananas 


Cream of Corn 


Pineapple Fritter 
Buttered Spinach 
Buttered Cauliflower 


Cottage Cheese and 
Green Pepper Salad 


ag 
inger Bread With 
Whipped Cream 








Bacon 


26. Blue Grapes 





Barley 


Chicken a la King Patty Shells 


Endive Salad 


Honey Dew Balls 








27. Grapefruit 





Soft Boiled Eggs 





French Toast 
With Syrup 


28. Fresh Peaches 


Tomato Consommé 


Ministra 





Deviled Eggs 


French Fried Potatoes Cucumber and 


Shredded Lettuce 


Meringue Cake 





Grilled Ham Escalloped Potatoes 








29. Honey Dew Melon Bacon 





Poached Egg on Toast 


30. Orange Juice 





Cream of Mushroom 





Vegetable 





Asparagus Tips 
on Toast 


Stuffed Tomato 


Rice Fluffs, Chocolate 
Rolled Ice Box Cookies 





Maple Dressing 


Blueberry Muffins 











Liver and Bacon Creamed Potatoes 


Grapefruit in Lime 
Gelatin 


Stuffed Baked Apple 
With Marshmallow 








Cereals, breads and beverages are omitted from the breakfast menus because of space limitations. Recipes for any of the 
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foregoing dishes will be supplied on request by Anna E. Boller, The MODERN HosPiTAL, Chicago. 
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EXPERT COFFEE ROASTING 
e 
MOAN) MOL aatiatiod patients 
Green coffee has little flavor or aroma. It is the 
roasting that develops these qualities and brings out 
the aromatic oils so they become soluble in water when 
the beans are ground. 
The quality of the flavor and aroma depends to a 
large extent on the delicacy and expertness of roasting. 
Continental has developed a roast that to a remark- 
able degree pleases the public taste. When you serve 
Continental Coffee, you can be sure your patients will 
like it. 
enjoy their meals better. It means their impression of 


You don’t have to guess. That means patients 


the whole service is improved. It means they are more 
satisfied ... that they will be helped both mentally 
and physically. 


Continental Service 


Ask the Continental Service Man who calls on you for a 
free brewing sample. It is the best way to learn about the 
superior body and flavor of Continental Coffee. It looks good, 
it smells good, it tastes good. Also ask him for a Continental 
Rule Card for Making Good Coffee, and about our easy-to-buy 
coffee-making equipment. Or drop a postcard direct to Depart- 


ment 813. There is no obligation of any kind. 


CONTINENTAL COFFEE COMPANY 
371-375 W. Ontario St., Chicago 


Coffee, Tea, Cocoa, Malted Milk, 
Spices, Sauces, Mustard, Desserts 


ALWAYS 
a SS SS SS SS 


CONTINENTAL 


AMERICA'S LEADING 


= = |S 2 
INSTITUTIONAL 


COFFEE 
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HORLICK $ 


IDEAL DIET FOR 
CONVALESCENTS 


say the world’s best hospitals 






Why? Because only Horlick’s 
Malted Milk can give the 
patient all these benefits. 


I. Horlick’s is exceptionally easy to digest. 
The barley used is the best obtainable and is 

malted by a special process, in order to obtain the 

most desirable convertive effect of the diastasic 

enzyme on the starch. 

2. Horlick’s is a well-balanced food. \t fur- 
nishes proteins, fat, carbohydrates, calcium, 

phosphorus and essential vitamins. Nourishing 

and energizing, Horlick’s helps the patient win 

back his strength and put on needed weight. 

$8. Horlick’s is especially palatable. Patients, 


however finicky over their food, do not tire 
of Horlick’s full, delicious flavor and aroma. 


M4 Horlick’s contains only the finest of in- 
gredients. Hor- 








lick’s uses only rich, 
full-cream milk, fine 
selected wheat and 
choicest malted bar- 
ley in its preparation 
—specially processed 
to preserve precious 
vitamins and miner- 


BE ON GUARD 


There are many inferior imitations 
of Horlick’s Malted Milk. Many of 
these imitations have litile value 
for convalescing persons. They are 
merely mechanical mixtures of raw 
cocoa, skim milk, and inferior malt 
powder. Specify Horlick’s the Orig- 
inal Malted Milk, and be sure that 
your patients get the best. Hor- 
lick’s gives results. 











als. 





FREE TO PHYSICIANS AND HOSPITALS. Send for 
new booklet ‘‘The Dietary Uses of Valuable Food”’ 


Horlick’s Malted Milk Corp. 


Racine, Wisconsin 


Please send your new booklet “Dietary Uses of 


a Valuable Food”’ 
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NEWS IN REVIEW --e-e- 





University of Pennsylvania Establishes 


Special Curriculum for Graduate Nurses 


At the request of the Pennsylvania 
State Nurses Association, the Univer- 
sity of Pennsylvania has established 
a special curriculum for graduate 
nurses in the school of education of 
the university, and students will be 
enrolled for the opening of the aca- 
demic year in September, President 
Thomas S. Gates has announced. 

The curriculum will lead to the de- 
gree of bachelor of science in educa- 
tion, or to that of master of science 
in education, and is designed for the 
particular benefit of instructors and 
supervisors in schools of nursing, ad- 
ministrators of those schools and of 
hospitals, nurses engaged in public 
health work and private nurses. 

The request for the establishment 
of the curriculum was made in a reso- 
lution adopted at a meeting of the 
board of the Pennsylvania State 
Nurses Association held on February 
26, and was followed by a series of 
conferences between the committee on 
education of that association, of which 
Mrs. Emily P. H. Talbot, Babies Hos- 
pital, Philadelphia, is chairman, and 
officials of the school of education 
headed by Dr. John H. Minnick, dean 
of the school. 

In the course of these conferences, 
according to President Gates, the com- 
mittee of the nurses’ association re- 
ported a steadily increasing demand 
for higher training in the nursing pro- 
fession, particularly among teachers, 
supervisors and administrators in 
schools of nursing and hospitals, as 
well as among public school nurses. 


The courses in the two-year curricu- 
lum will be conducted on the univer- 
sity campus, and in university exten- 
sion centers throughout Pennsylvania. 
In addition to being available during 
the regular university session they 
will be offered also during summer 
school. 

To be admitted the student will be 
required to have two years of aca- 
demic credits toward the degree of 
bachelor of science in education, such 
credits to include work in English, 
science and the social studies. Certain 
work done in schools of nursing will 
be credited toward admission, how- 
ever, and provision will be made 
whereby students who lack sufficient 
entrance credits may obtain them 
through work at the university. 

During the two years in which they 
are enrolled in the special nurses’ cur- 
riculum in the school of education the 
students will specialize principally in 
psychology, courses in education and 
technical courses in the field of nurs- 
ing. 
Thus, a total of four years of col- 
lege work, or its equivalent, will be 
required for those who wish to qualify 
for the degree of bachelor of science 
in education, while those seeking the 
more advanced degree of master of 
science in education will devote an 
additional year or more to intensive 
study. 

The administrative offices will be in 
Bennett Hall on the university campus 
where applications for enrollment will 
be handled by Dean Minnick. 





State Medicine Debate 
Topic for School Year 


Interest in the subject of providing 
adequate medical and hospital care 
for the American people will be stim- 
ulated in several thousand communi- 
ties during the coming school year 
through debates on the question of 
state medicine. 

The National University Extension 
Association, an organization compris- 
ing the extension divisions of the lead- 
ing American universities, has for 
eight years been sponsoring nation- 
wide debates on topics of current in- 
terest. The proposition chosen this 
, year, after an exhaustive canvass of 
debaters over the country, is: “Re- 
solved, That the several states should 
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enact legislation providing for a sys- 
tem of complete medical service avail- 
able to all citizens at public expense.” 

The extension association will pub- 
lish a debaters’ handbook on “Social- 
ized Medicine” about September 1. 
This will consist of two volumes of 
approximately 220 pages each. In- 
cluded will be an extensive annotated 
bibliography, articles prepared exclu- 
sively for the handbook and selected 
reprints from a variety of sources. 
The material will be both for and 
against state medicine and will also 
cover health insurance, contract prac- 
tice, group practice, annual fee pay- 
ment and related topics. The book is 
edited by Professor Bower Aly, de- 
partment of English, University of 
Missouri. 


More than 100,000 students in high 
schools, colleges and _ universities 
throughout the country will debate 
this question and the debates will be 
held before large and small audiences 
and over the radio. 

A nationwide radio debate on the 
subject has been arranged for Novem- 
ber 13 with W. T. Foster, Ph.D., di- 
rector, Pollak Foundation for Eco- 
nomic Research, New York City, and 
Professor Aly taking the affirmative 
and Dr. Morris Fishbein and Dr. R. G. 
Leland of the American Medical Asso- 
ciation taking the negative. 





Pennsylvania Triumphant 


Governor Earle of Pennsylvania has 
just signed the appropriation bill for 
a total of $7,691,150 for Pennsyl- 
vania’s state aided hospitals, John N. 
Hatfield, executive secretary of the 
Hospital Association of Pennsylvania 
has announced. This amount is $191,- 
150 more than the Governor had orig- 
inally recommended in his budget to 
aid the 163 hospitals coming under 
the provisions of this act. The fund 
will be distributed during the two- 
year period, June 1, 1935 to May 31, 
1937. This is new high in state aid 
to hospitals. 





Collection Service Offered 
to Doctors at Berkeley 


The method of installment payments 
through a “medical credit service” de- 
veloped at Berkeley General Hospital, 
Berkeley, Calif., has worked so suc- 
cessfully in helping the hospital to 
collect its charges, that the hospital 
announces that a similar credit service 
is now to be made available for the 
use of any physician who may care to 
have the hospital collect his fees from 
hospital patients. 

Through this installment plan the 
patient signs a written agreement to 
pay his hospital bill in small weekly 
and monthly payments. The contract 
contains co-signatures, salary liens 
and other protection to ensure pay- 
ment. 

Hereafter, when a physician feels 
that the hospital is in a better posi- 
tion to collect than he is, because of 
its written contract, well protected 
with its definite security, the physician 
may at his option, have his profes- 
sional fee added to the hospital con- 
tract. The medical credit service will 
then increase and enlarge the install- 
ment payments, and continue its col- 
lection efforts and follow-up until the 
combined hospital and physician’s bills 
have been collected. The physician’s 
fee will then be remitted to him, after 
a 10 per cent collection charge has 
been deducted by the hospital. 
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Financial Campaign Quotas Oversubscribed 
in Baltimore and in Port Huron, Mich. 


Evidence that financial campaigns 
for hospitals will now strike more re- 
sponsive receptions than during the 
last few years comes in the same 
month from Baltimore, and from Port 
Huron, Mich. In Baltimore, Johns 
Hopkins Hospital reports that the first 
financial campaign in its history, with 
a goal of $200,000, was oversubscribed 
by $26,241. These funds will enable 
the hospital to continue for another 
two years its extensive charitable 
work, which, it is reported, constitutes 
36 per cent of all local free hospital 
care. It will also enable the hospital 
to open beds now closed in the chil- 
dren’s surgical ward and the women’s 
clinic. 

The Port Huron campaign was un- 
dertaken to supplement the funds that 
had been pledged in 1930 for the build- 
ing of a new hospital. So much shrink- 
age in these pledges was caused by 
the depression that only the outer 
shell of the hospital has ever been 
completed. 

Setting out with a goal of $175,- 
000 the campaign workers secured 
pledges totaling nearly $178,000. 
Work on the hospital will be resumed 
immediately. 

In commenting on the latter cam- 
paign the Grand Rapids Press called 
it an encouraging story. It also said: 


“This success is an indication of 
business comeback in one Michigan 
town, but it is more than that. It isa 
sign that public concern for human 
suffering and for the health of our 
Michigan communities has in no way 
been deadened by the hard years we 
have just passed. It is a sign that the 
great service of hospitals, their out- 
standing importance in any commu- 
nity, continues to be recognized and 
that if citizens for a time have been 
obliged to let these institutions strug- 
gle through on half rations, with 
nurses serving for board alone or 
nominal pay, it is only due to the 
force of adverse circumstances and not 
to any drop in the temperature of the 
public heart. 

“Port Huron is to be congratulated 
for making this fact evident in a suc- 
cessful campaign which carried all the 
‘over-the-top’ conviction and fervor of 
good times. We are inclined to think, 
as well as hope, that Port Huron is a 
typical Michigan city in this regard. 
Its solicitors started without very san- 
guine expectations and surprised 
themselves. When other towns are 
faced with a similar necessity to sup- 
port agencies so vital as hospitals, 
there is no reason to believe that they 
will not stand up to the task in the 
same encouraging way.” 





Heads Housekeepers’ Group 


Serving as president of the Colum- 
bus chapter of the National Executive 
Housekeepers Association for the new 
year is Mrs. Nan McCloud, White 
Cross Hospital, Columbus, Ohio. An- 
other hospital woman prominent in the 
affairs of the organization is Gertrude 
Glover, Miami Valley Hospital, Day- 
ton, Ohio, who is on the board of di- 
rectors. 





Manitoba Hospital Group 
Meets at Dauphin 


The Manitoba Hospital Association 
held its fourteenth annual convention 
at Dauphin on June 27 and 28. There 
was an attendance of seventy-six dele- 
gates and visitors. 

The first session was taken up by 
the annual business meeting, at which 
reports from the officers and standing 
committees were read. A larger mem- 
bership of Manitoba hospitals was re- 
ported than had been the case in any 
previous year. 

Due to increased expenditures the 
financial status of the association is 
not as satisfactory as formerly, but 
this is mainly due to assistance given 
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the Canadian Hospital Council. It is 
the intention of the association to 
maintain this annual contribution if 
possible, and it was hoped by curtail- 
ing other expenditures to avoid any 
increase in membership fees. 

No new legislation was reported in 
the province by Dr. George F. 
Stephens, chairman of the legislative 
committee, but he urged that the as- 
sociation make every effort to have 
the municipal payments and govern- 
ment grant restored. 

The election of officers resulted as 
follows: honorary president, The Hon. 
I. B. Griffith, Minister of Health and 
Public Welfare; president, J. H. Met- 
calfe, trustee, Portage la Prairie Gen- 
eral Hospital, Portage la Prairie; 
secretary, Dr. G. S. Williams, of 





A.H.A. 
Sept. 30-Oct. 4 
St. Louis 
Thirty-Seventh Annual Meeting 


A.H.A. 





the Winnipeg Children’s Hospital. 

A dinner to all delegates and vis- 
itors was provided in the evening by 
the board of the Dauphin General 
Hospital, and the ladies’ aid society of 
the hospital. Addresses were given by 
The Hon. E. A. McPherson, Provincial 
Treasurer, and The Hon. I. B. Griffith, 
Minister of Public Welfare. 

A round table conference was held 
dealing with the following subjects: 
Affiliation of Schools of Nursing With 
Mental Hospitals; Group Hospitaliza- 
tion; Relation of Medical Relief to 
Hospitals; Public Relations. 

Among resolutions adopted were 
those dealing with (1) increase of 
the municipal payment for public pa- 
tients to $1.75 a day and of the gov- 
ernment grant to $0.50 a day for all 
public ward patients, or $0.40 a day 
for all occupied beds; (2) study of the 
working and living conditions of hos- 
pital nursing staffs. 





Will Exhibit at State Fair 


Among the exhibitors at the In- 
diana State Fair in September will 
be the Indiana Hospital Association. 
A scientific display is being arranged, 
the chief feature of which will be a 
complete surgery. In planning the 
state fair exhibit, which is not the 
first made by the hospital association, 
an effort was made to hit upon a fea- 
ture easily associated with every 
hospital. U. Phillips of Methodist 
Hospital, Indianapolis, is in charge of 
the preparation of the exhibit. 





N. Y. Hospital Raises $20,000 


Pledges aggregating nearly $20,000 
have been received as the start of a 
campaign to raise $100,000 for the 
purchase of modern equipment for the 
new and enlarged quarters of the Beth 
David Hospital, New York City. Ef- 
forts to raise this fund to cover ex- 
penses attendant upon the building 
which the hospital has purchased and 
will occupy by next January will con- 
tinue during the summer and culmi- 
nate on Armistice Day, November 11. 





Diabetes Association Makes Survey 


The New York Diabetes Association, 
a division of the New York Tubercu- 
losis and Health Association, is now 
building a program to support those 
engaged in work against diabetes. The 
association is engaged in surveying 
all existing facilities. It is felt that 
this survey, when completed, will be 
of great value in coordinating efforts 
in this field. The information gathered 
will be at the disposal of hospital and 
dispensary authorities and of profes- 
sional workers in general, who are 
being asked to cooperate to the fullest 
extent with the workers of the New 
York Diabetes Association. 
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Would You Permit Us to Eliminate 
a Single One of These Tests and Safeguards 
in Preparing Baxter's 
Intravenous Solutions 
in Vacoliters for You? 


Several members of a certain hospital staff 
visited the Baxter Laboratories recently. With 
their own eyes they saw each of Baxter's 
twenty-one exclusive tests and safeguards. 
There is a test for every step in the Baxter 
process. 

Baxter's Solutions are tested biologically on 
laboratory animals; chemically tested for hy- 
drogen ion concentration; electrically tested 
for purity and visually tested under variated 
lights against duo-tone backgrounds. 


— 
~— 


Distilled water is tested automatically and 
rejected if more than four hours old. Finished 
solutions are stored, to be rechecked, just 
before shipment to you. 


Nothing is left undone that can be done, for 
with Baxter, your confidence counts most. 
Baxter will not compromise quality either for 
economy or profit. And safe intravenous 
solutions cannot be produced for less 
than Baxter charges. 


We asked our laboratory visitors, ‘In order to 
reduce the price a few pennies would you 
permit the omission ofa single one of Baxter's 
safeguards in the solutions prepared for you?” 
Their answer was a decisive “No”. 








In appreciation of the loyalty of nearly three 
thousand hospitals to Baxter's, the American 
Hospital Supply .Corporation, sponsors of 
Baxter's Intravenous Solutions in Vacoliters, 
have developed a plan for hospitals, large 
and small, whereby you may enjoy the advan- 
tages of Baxter's Solutions, at a fair price, 
and at a LOWER NET ANNUAL COST TO YOU. 
Write for it. 








GLENDALE, CALIF. ) ‘BAXTER LABORATORIES, INC. GLENVIEW, ILL. 
: , Distributed East of the Rockies by : 


~lomac , 


/ > | q ¥ » | a v sd XN 

AMERICAN HOSPITAL SUPPLY CORP. 

315 Fourth Avenue Merchandise Mart 
NEW YORK CHICAGO CHICAGO 
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NEW BUILDING PROJECTS 





SACRAMENTO, CALIF. — W. E. Coff- 
man, Sacramento architect, has drawn 
plans for a proposed $60,000 hospital 
for Glenn County. 


Dixon, ILL. — The state department 
of public welfare will spend $1,250,000 
in the construction of new buildings at 
the Dixon State Hospital. The legis- 
lature has already appropriated the 
funds. 


RocHESTER, IND.—Dr. Milton E. 
Leckrone has purchased the Wood- 
lawn Hospital and plans to erect a 
new $50,000 hospital on the site. It 
will be modernistic in design and built 
of brick, stone, steel and all fireproof 
materials. LeRoy Bradley of Fort 
Wayne is the architect. The building 
will have thirty rooms and will be 
financed by Doctor Leckrone. 


CHARLES CiTy, Iowa. — A new hos- 
pital building to cost $125,000 was 
voted upon at a special election. It 
would be an addition to the Cedar 
Valley Hospital and would front on 
the Cedar River. 


SAULT STE. MARIE, MicH. — A fed- 
eral grant of $14,850 has been received 
toward the construction of an addition 
to the War Memorial Hospital. The 
total cost of the building will be $30,- 
000. It will increase the bed capacity 
from 54 to 74 beds. 


St. JosEPH, Mo. — A new dormitory 
to cost around $200,000 is to be erected 
at State Hospital No. 2 in this city. 


StLveR City, N. M.— Citizens of 
Silver City recently voted a bond issue 
of $55,000 for the erection of a new 
municipal hospital. 


New York City.—The PWA has 
approved a loan of $605,000 for im- 
provements to the mechanical plants 
of nine city hospitals. It will supple- 
ment a work relief grant of $495,000 
to cover 45 per cent of the cost. 
Harold L. Ickes, public works adminis- 
trator, has also approved loans of $41,- 
500 for work on the Coney Island 
Hospital; $581,000 for a children’s 
pavilion at the Metropolitan Hospital; 
$1,214,500 for a nurses’ home at King’s 
County Hospital; $167,000 for a health 
center and office building in Richmond, 
and $220,500 for a health department 
building in the Bronx. 


JAMAICA, LONG ISLAND, N. Y.—The 
new 600-bed Queens General Hospital 
will be ready for occupancy some time 
between September 1 and January 1, 
it is announced. 


STATEN ISLAND, NEW YORK. — The 
corner stone was laid on June 22 for a 
$200,000 wing at the Richmond Me- 
morial Hospital at Princess Bay, do- 


nated by Mrs. Bertha Dreyfus. This 
contribution by Mrs. Dreyfus brings 
her total donations to the hospital to 
more than $500,000. It is expected 
that the new wing, built of red brick 
and stone to conform with the other 
hospital buildings, will be completed 
by November. It will be known as 
the Dreyfus Memorial. 


DAYTON, OHIO. — Construction of a 
tuberculosis unit at Dayton State Hos- 
pital is one of six projects the state 
welfare department has recently start- 
ed work on. Estimated cost of this 
cottage is $80,000. Under the pro- 
gram on which this project is being 
put through 70 per cent of the funds 
are provided by the state and the re- 
mainder comes from the government. 
However, no funds are received by the 
state until the work is half done, the 
government at that time releasing 25 
per cent of the cost and the remain- 
ing 5 per cent when the work is com- 
pleted. 


ZANESVILLE, OHI0O.—Clarence E. 
Handschy, Zanesville architect, is pre- 
paring plans for a proposed tubercu- 
losis sanatorium for Muskingum 
County. The county has appropriated 
$25,000 for the project and PWA aid 
will be asked to finance the remainder 
of the cost. 


SCRANTON, PA. — The sum of $200- 
000 will be spent for additions to the 
Moses Taylor Hospital, of which Dr. 
J. Norman White is director and chief 
surgeon. A new three-story fireproof 
building is contemplated, and the one- 
story wings on the present structure 
will be converted into two-story wings. 
Older units with frame interiors will 
be rebuilt, so that the whole plant will 
be of the latest fireproof construc- 
tion. These changes will provide for 
twenty private rooms and 100 beds 
for general ward service. 


AUSTIN, TEX.— Plans are being 
drawn for new buildings and additions 
costing $1,114,000 at state eleemosy- 
nary institutions. New ward buildings 
and equipment at Rusk and San An- 
tonio state hospitals will cost $100,000 
each. Psychopathic wards will be built 
at Terrell and Wichita Falls state hos- 
pitals; remodeling and fireproofing are 
contemplated at the state tuberculosis 
sanatorium, and other improvements 
will be made. 


TYLER, TEX. — Work began in early 
July on a $250,000 hospital; ground 
breaking ceremonies were largely at- 
tended. 


Waco, TeExX.— Three new units at 
the Veterans’ Administration Facility 
were begun in July. The administra- 
tion has appropriated $1,081,500, in- 









cluding $900,000 for 466 additional 
beds for white patients, 164 for Negro 
patients, and 138 for acute cases. 


RICHMOND, VA.— Bids for a new 
central heating plant and electrical 
distribution system for the Medical 
College of Virginia were opened on 
July 2. This work is to be done under 
a federal loan and grant and is ex- 
pected to cost $130,000. 





Work Begins on $170,000 
Building in New York City 


Work started in July on the large 
addition to the Columbus Hospital Ex- 
tension, New York City. The new 
hospital unit will adjoin the present 
100-bed hospital and the nurses’ and 
staff buildings. It will be in Italian 
Renaissance style, three stories in 
height, and will have a private pavil- 
ion and landscaped entrance grounds. 

The building will occupy a plot 65 
by 130 feet and will have a capacity of 
seventy-five beds. It will cost $170,000. 
Anthony J. de Pace is the architect. 

The main building of Columbus 
Hospital is a ten-story structure. The 
Rev. Mother Antoinette Della Casa of 
Rome is the mother general of the 
Missionary Sisters of the Sacred 
Heart, under whose direction this 
hospital functions. The ladies auxili- 
ary under Mother M. Corinna has 
planned a number of social events to 
assist the building fund. 





Meadowbrook Hospital Opened 


Dedication of the new $2,000,000 
Meadowbrook Hospital at Hempstead, 
New York, Nassau County’s first pub- 
lic institution, took place on July 14. 
The following day the-hospital started 
to receive patients. Although the 
building was completed about fifteen 
months ago, it could not be used until 
the board of supervisors of Nassau 
County voted a $250,000 appropriation 
for equipment last spring. 





Association Twenty Years Old 


The Ohio Hospital Association will 
be twenty years old, August 25. In 
announcing the anniversary, Ohio 
Hospital News in its June issue lists 
some of the activities of these twenty 
years. Among the more recent of 
these are the establishment of a cen- 
tral office in 1934, with A. E. Hard- 
grove as executive secretary and with 
a full-time assistant secretary in 
charge; the securing of exemptions 
for hospitals amounting to approxi- 
mately 75 per cent of the state sales 
tax; the drafting, jointly with the 
Cleveland Hospital Council, of a model 
plan for group hospitalization adapt- 
able to any community; increased re- 
imbursements to hospitals for the care 
of FERA patients, and the formation 
of four district councils. 
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DEMONSTRATION 
FREE. Upon request 
we willarrange to have 
a machine brought to 
your institution and 
demonstrated on your 
oor. 










Speedy - Powerful 


yet SILENT 


This is the machine that applies Finnell- 
Kote by means of a special dispenser unit. 
Also polishes, dry-scrubs and scrubs 
floors. So nearly noiseless is the FIN- 
NELL Polisher-Scrubber that it might 
even be used in a private room without 
annoying the patient. Many sizes, and 
styles. Use it under beds and operating 
equipment as handily as in corridors and 
large areas. 







Here’s a wax so packed with floor protection that it must be 
applied in a melted state,—Finnell-Kote! Quickly, evenly the 
brushes distribute the hot wax over the floor. Then one return 
movement of the brushes buffs it to a hard, lustrous finish that is 
both sanitary and foot-safe. 


FINNELL-KOTE 


Contains 3 times the usual 
proportion of wax solids . . . 


Finnell-Kote is a finely ground colloidal wax. When cold it is virtually a 
solid. This means that Finnell-Kote, when properly applied, will cover 
more surface than an ordinary wax. It also assures each waxing a per- 
manence that resists wear. 


There are no liquid solvents in Finnell-Kote to injure the floor. Finnell- 
Kote is so hard that its surface is virtually slip proof. Drying quickly it 
leaves no disagreeable odors. Altogether, Finnell-Kote is the ideal floor 
preparation for hospitals, combining in one product beauty, sanitation, 
endurance, and economy. 


There are many other floor products in the FINNELL line—including, 
besides Finnell-Kote, a complete assortment of paste, liquid, and water 
waxes. Fulfil is a filler and sealer for porous wood floors. Terrazzo-fil is an 
excellent sealer for terrazzo floors, beautifying as well as preserving. There 
is a FINNELL product for every type of treatment or maintenance require- 
ment encountered in hospitals. 


fA Before you decide what your floors need, why not let a FINNELL expert 
make a survey of your floors, outline the most economical and effective 
treatment and demonstrate the proper FINNELL floor product? This service 
is yours for the asking. Address FINNELL SYSTEM, INC., 1408 East 
Street, Elkhart, Indiana. 


FINNELL SYSTEM 
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Hospital Executives Meet 
at Saratoga Springs 


The annual meeting of the Hospital 
Association .of Northeastern New 
York was held at Saratoga Springs 
on June 20. At that time J. J. Weber, 
superintendent, Vassar Brothers’ Hos- 
pital, Poughkeepsie, was elected presi- 
dent of the association and M. M. 
Sutherland, superintendent, Mary 
McClellan Hospital, Cambridge, vice 
president. Jessie P. Allan, superin- 
tendent, Kingston Hospital, Kingston, 
was reelected secretary and treasurer 
of the association. 

The meeting began with a luncheon 
in the nurses’ home of the Saratoga 
Hospital, of which Clara F. Sinclair 
is superintendent. Following the lunch- 
eon Dr. Carl Comstock described the 
new buildings being erected in the 
development at Saratoga Spa which 
were formally opened last month. 
These buildings, which will cost about 
$5,000,000, include the Simon Baruch 
Research Institute, two bath houses, a 
recreation group and the new Spa 
Hotel. 

Following the meeting the delegates 
spent about two and one-half hours 
making a tour of the Spa buildings, 
escorted by guides. 





Tri-State Hospital Assembly 
Elects Executive Secretary 


At a recent meeting of the executive 
committee of the Tri-State Hospital 
Assembly, (Illinois, Indiana and Wis- 
consin Hospital Associations) Maurice 
Dubin, director, Mount Sinai Hospital, 
Chicago, was elected executive secre- 
tary. As secretary of the Hospital 
Association of Illinois during 1934 
and 1935, Mr. Dubin also carried on 
the work of secretary of the annual 
joint meeting of the Illinois, Indiana 
and Wisconsin Hospital Associations. 

This year these organizations have 
formed the Tri-State Hospital Assem- 
bly with its own executive secretary 
and a governing committee constituted 
as follows: Dr. Robin C. Buerki, presi- 
dent, Wisconsin Hospital Association ; 
J. G. Crownhart, secretary, Wisconsin 
Hospital Association; E. I. Erickson, 
president, Hospital Association of 
Illinois; Howard E. Hodge, secretary, 
Hospital Association of Illinois; C. C. 
Hess, president, Indiana Hospital As- 
sociation; Albert G. Hahn, secretary, 
Indiana Hospital Association; Maurice 
Dubin, executive secretary. 

The Tri-State Hospitai Assembly 
has in the last few years developed its 
registration from 300 to nearly 1,000 
with a commercial and educational 
exhibit of sixty booths. In addition to 
the state hospital associations in the 
assembly, the allied organizations in 
the field within these states, such as 
nursing, dietetics, medical social work- 
ers, record librarians, physiotherapists 
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and occupational therapists also par- 
ticipate. The committee plans to bring 
into the assembly the other functional 
departments in the hospital. The gen- 
eral plan of the assembly will be to 
hold a three-day meeting once a year 
at which there will be discussed the 
problems facing not only administra- 
tors but heads of each department. 
During these three days a number of 
general meetings or assemblies will be 
held in which all groups and sections 
will meet for discussion of common 
problems. The meetings will be so 
planned that department heads will 
learn and be informed as to problems 
of the hospital as a whole as well as 
those within their departments. 





Speakers Announced for 
Dietetic Meeting 


The American Dietetic Association 
has announced the following topics of 
discussion and speakers who will ap- 
pear on the program when the asso- 
ciation’s annual convention takes place 
in Cleveland in October: 

Food for Fitness, Dr. T. Wingate 
Todd, Brush Foundation, Cleveland; 
Appraisal of the Teaching of Dietetics 
From the Nursing and Educational 
Point of View, Marion D. Howell, 
dean, school of nursing, Western Re- 
serve University, Cleveland; Educa- 
tion Trends in the Field of Dietetics, 
Frederick W. Howe, director, school 
of household science and arts, Pratt 
Institute, Brooklyn, N. Y.; Allergy, 
Dr. Charles Eyerman, Barnes Hospi- 
tal, St. Louis; Buying, Dr. R. H. Bis- 
hop, Jr., director, University Hospi- 
tals, Cleveland; Equipment, Gordon B. 
Koch, industrial engineer, Kansas 
City; Mo.; Food Fads and Fallacies, 
Dr. Morris Fishbein, editor, Journal 
of American Medical Association; 
What Does It Cost to Live? Dr. Faith 
Williams, bureau of labor statistics, 
Washington, D. C. 





Western Convention to Be in April 


The Association of Western Hospi- 
tals, formerly the Western Hospital 
Association, announces that the 1936 
convention will be held the week of 
April 20, 1936, in San Francisco. In 
response to a large number of requests 
it has been decided to have at least a 
two-day institute in connection with 
the convention. 





Date Set for Pennsylvania Meeting 


John N. Hatfield, executive secre- 
tary of the Hospital Association of 
Pennsylvania, announces that the next 
annual convention of the association 
will be held in the Hotel William 
Penn, Pittsburgh, on April 22, 23 and 
24, 1936. 





N. Y. Record Librarians Meet 


An enrollment of 125 members was 
announced at the first annual meeting 
of the New York State Association of 
Medical Record Librarians, held re- 
cently in New York City. A number 
of interesting papers were given, and 
association members visited the record 
departments of New York hospitals 
and attended a round table discussion 
conducted by Robert Jolly, president 
of the American Hospital Association. 

A feature of the two-day meeting 
was a joint session with the New 
York Hospital Association, which 
held its annual meeting simultaneous- 
ly. At this time Mrs. Huldah H. Ains- 
worth, president of the New York 
State librarians’ association, spoke on 
“The Record Librarian.” 





Coming Meetings 


Institute for Hospital Administrators. 
Next meeting, Chicago, Sept. 11-25. 


American Protestant Hospital Association. 
President, Dr. Charles C. Jarrell, 405 
Wesley Memorial Building, Atlanta, Ga. 
Executive secretary, E. E. Hanson, Luth- 
eran Deaconess Home and Hospital, 
Chicago. 
Next meeting, St. Louis, Sept. 27-30. 


American College of Hospital] Administra- 
tors. 
President, Robert E. Neff, University of 
Iowa Hospitals, Iowa City, Iowa. 
Director-general, J. Dewey Lutes, Ravens- 
wood Hospital, Chicago. 
Next meeting, St. Louis, Sept. 29-30. 


American Hospital Association. 
President, Robert Jolly, Memorial Hospi- 
tal, Houston, Tex. 
Executive secretary, Dr. Bert W. Cald- 
well, 18 East Division Street, Chicago. 
Next meeting, St. Louis, Sept. 30-Oct. 4. 


National Association of Nurse Anesthetists. 
President, Gertrude L. Fife, 2065 Adelbert 
Road, Cleveiand. 
Next meeting, St. Louis, Oct. 1-3. 


American Public Health Association. 

President, Dr. Eugene L. Bishop, Nash- 
ville, Tenn. 

Executive secretary, Dr. Reginald M. 
Atwater, 50 West Fiftieth Street, New 
York City. 

Next meeting, Milwaukee, Oct. 7-10. 


Ontario Hospital Association. 
President, Brig. Gen. C. M. 
C. M. G., Niagara-on-the-Lake 
Secretary-treasurer, Dr, Fred W. Routley, 
Maple. 
Next meeting, Toronto, Oct. 15-17. 


Nelles, 


American Dietetic Association. 
—- Laura Comstock, Rochester, 


Business manager, Dorothy I. Lenfest, 185 
North Wabash Avenue, Chicago. 
Next meeting, Cleveland, Oct. 28-31. 


American College of Surgeons. 
President, Dr. Robert B. 
Boston. 
Director-general, Dr. Franklin H. Martin, 
40 East Erie Street, Chicago. 
— + “oe San Francisco, Oct. 28- 
ov. 


Association of Record Librarians of North 
America. 
President, Edna K. Huffman, St. Joseph’s 
Hospital, Chicago. 
Corresponding secretary, Helen Hays, St. 
Alexis Hospital, Cleveland. 
Next meeting, San Francisco, Oct. 28. 


Greenough, 


Alberta Hospital Association. 
President, S. H. Adams, Calgary. 
Secretary-treasurer, James Rodgers, 
Municipal Hospital, Drumheller. 
Next meeting, November. 
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@ If all hospitals and other institutions, 
in buying plumbing fixtures and mate- 
rials, would divide the original cost by 
the number of years of probable service, 
they would arrive at true cost — accurate 
cost. Maintenance costs will be in pro- 


portion — the lower the purchase cost 














The Crane No. C 5650 MAYO Scrub-Up-Sink, a 
development based on intensive study of hospital 
requirements and interviews with leading physicians 
and surgeons. Not only extremely easy to operate, 
but enables staff to maintain complete asepsis at all 
times. Hands need not touch any part of sink. 
Cleans quickly, easily. 











per year, the lower the maintenance cost. 

On such a buying basis, the selection 
of Crane plumbing fixtures for hospitals 
provides the finest of sanitary equipment 
at a cost amazingly low. 

Crane fixtures for hospital service are 
perfected —in design, in operating effi- 
ciency, in materials, in craftsmanship. It 
should be the first consideration of pur- 
chasing officials to require Crane quality 


in every hospital installation. 


FINANCING HOSPITAL 
MODERNIZATION 


@ The Crane Finance Plan is available to 
hospitals and other institutions for the 
financing of major improvements, with 


repayment distributed over a term of years. 








CRANE PLUMBING AND 
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X-Ray Technicians of 
Ontario Organize 


X-ray technicians of Ontario, under 
the sponsorship of the Ontario Medi- 
cal Association, have organized the 
Ontario Society of Radiological Tech- 
nicians, with the object of studying 
and practicing the application of radio- 
logic technique, of regulating the re- 
sponsibilities of technicians, and of 
assisting in raising the standard of 
technical work and of providing guid- 
ance to hospitals in selecting technical 
assistants. 

The president of the society is J. H. 
Coones, Standard Clinic, Peterboro, 
and the secretary, R. H. Bradley, Tor- 
onto. The chairman of the organiza- 
tion committee is Dr. W. A. Jones, 
Kingston. The constitution provides 
for a possible amalgamation of this 
body with a national society of radio- 
logic technicians should such be 
formed. 

Technicians now engaged in radio- 
logic work in an ethical manner under 
the supervision of a qualified medical 
practitioner, and who have had three 
years of training, may become mem- 
bers of the register by December 31, 
1937. Those who have not completed 
their three years of training may reg- 
ister as “students” and be registered 
as members without examination at 
the completion of the training period. 

Future candidates must have junior 
matriculation, including physics and 
chemistry, or if graduates of a com- 
mercial course or registered nurses, 
they must pass an equivalent exami- 
nation in physics and chemistry. They 
must have passed examinations in 
anatomy and physiology and have ob- 
tained a first aid certificate. Written 
and oral examinations in theory and 
technique will be held semiannually. 
Medical radiologists may become ac- 
tive members on recommendation of 
the executive committee. 

Each active member may use the 
title “registered radiological techni- 
cian.” Those who have displayed par- 
ticular ability and have had at least 
five years’ experience may obtain the 
degree of master radiological techni- 
cian (M.R.T.). After December 1936, 
this degree will be given only after a 
special examination. 





Vienna General Observes 
Its 150th Anniversary 


Vienna General Hospital, Vienna, 
Austria, has recently celebrated its 
sesquicentennial. Festivies were on 
a magnificent scale and were under 
the auspices of the central govern- 
ment, municipal authorities and the 
Vienna faculty of medicine. Twenty- 
six nations were represented. 

The General Hospital was opened 
August 16, 1784, and the celebration 
should have been held last year, but 





the political disturbances of last sum- 
mer made this inadvisable. 

Striking incidents are a part of the 
hospital’s history. In 1801, the first 
vaccination against smallpox applied 
in Germany was performed there. In 
1812, it opened the first ophthal- 
mologic clinic in Central Europe. In 
1847, Schuh performed the first major 
operation under ether anesthesia. 
Semmelweis demonstrated that puer- 
peral sepsis is an infection and showed 
how it could be prevented. Numerous 
other scientific discoveries took place 
in this institution. Three Nobel 
prizes in medicine have been won by 
staff members. 

The celebration lasted two weeks, 
and included the unveiling of a monu- 
ment to the first director of the hospi- 
tal, inspections of exhibits and other 
hospitals, special theatrical perform- 
ances and many social events. An ex- 
tensive exhibit gave a survey of 
modern ways of treating patients. 





Housekeepers Guests of Hospital 


Hospital members of the New York 
chapter of the National Executive 
Housekeepers Association were the 
guests of Miss T. S. Root, superin- 
tendent of the White Plains Ortho- 
paedic Hospital, White Plains, N. Y., 
at a picnic held on the hospital 
grounds. Among those present were 
the retiring national president, Anne 
Owens, and the newly elected national 
president, Mrs. Grace Brigham. Local 
members who enjoyed the outing were 
Mrs. Jessie Addington, Presbyterian 
Hospital, New York City, Mrs. I. F. 
Catton, Memorial Hospital, Morris- 
town, N. J., Mrs. L. D. Sirois, Kings 
County Hospital, Brooklyn, N. Y., 
Mabel White, St. Lukes Hospital, 
New York City, Mrs. Alma Rose, New 
York Hospital, New York City, Mrs. 
Jessie Smith, Orthopaedic Hospital, 
New York City, Martha Washburn, 
Bloomingdale Hospital, and Mrs. 
Florence Till, Bronx Hospital. 





Hospital Groups in Various States 
Are Active Despite Summer Heat 


Recent activities in various sections 
include the organization of two group 
hospitalization plans, several hospital 
and health councils and a united hospi- 
tal fund. 

Six hospitals in Richmond, Va., have 
approved a plan of group hospitaliza- 
tion for that city, as has the Richmond 
Academy of Medicine, it is reported. 
In its early stages, hospitalization will 
be limited to groups of ten persons, 
who will constitute not less than 40 
per cent of the employed force to 
which they belong. It costs those who 
receive the benefits $1 to enroll and 
85 cents a month. 

The Hospital Savings Association 
of North Carolina, Inc., is a second 
group hospitalization plan, of which J. 
Lyman Melvin of Rocky Mount, 
former secretary of the North Caro- 
lina Hospital Association, is the acting 
secretary. 

Developments leading to the forma- 
tion of a hospital council in Chicago 
appear to be taking definite shape. 
Inquiries disclose that informal meet- 
ings attended by trustees, superintend- 
ents, and staff members of leading 
hospitals have been taking place for 
several months, and that the idea of a 
Chicago council has been pretty gen- 
erally canvassed. 

The idea was given impetus under 
the leadership of Charles H. 
Schweppe, president of St. Lukes Hos- 
pital, and is now sponsored by prom- 
inent professional men and laymen 
connected with hospitals throughout 
the city. Seven of the larger hospitals 
have acted to enter the council when 
it is officially organized. 









Perry Addleman, consultant in re- 
search methods, public service plan- 
ning and public relations, has been 
asked to act as director of the tem- 
porary organization which has set up 
a headquarters office and will carry on 
studies of procedure, publicity and 
plans of organization. 

Metropolitan Detroit has a new 
health council, composed of represen- 
tatives of various health agencies. The 
idea behind the council, it is reported, 
is to procure health service for all the 
people at a minimum of expense. It 
primarily concerns physicians and so- 
cial workers rather than hospitals. 
The council has received the endorse- 
ment of the Wayne County Medical 
Society. 

Four hospital councils representing 
four geographical sections of the state 
are being organized by the Indiana 
section of the American Hospital As- 
sociation. All hospitals, regardless of 
membership in the Indiana Hospital 
Association, will be included as mem- 
bers of their respective councils. 
Councils are named Ottawa, Shawnee, 
Wyandotte and Miami after four In- 
dian tribes who were active in the 
early history of the state. 

‘A campaign will be conducted Sep- 
tember 18 to 23 with the aid of some 
2,000 crusaders by the newly organ- 
ized Hospital Fund of Los Angeles, to 
raise money for a revolving loan fund 
and a part-pay service fund to be used 
by persons needing hospitalization. 
The fund has been organized as a non- 
profit corporation, and all approved 
hospitals of the city are eligible for 
membership. 
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@ The New Matex Armored Wrist 
glove practically banishes wrist tear- 
ing. It is 70% thicker and stronger 
at the wrist. This extra strength pro- 
tects the one spot most vulnerable 
to the effects of stress and strain. Nota 
patch — not a banding, but an integral part 


THE MASSILLON RUBBER CO. 





of the glove structure. Until you have tried the 
New Matex Armored Wrist glove, you cannot 
imagine the effect of this revolutionary develop- 
ment. Call your Matex dealer for a sample order. 
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Outstanding Excellence 


To meet the exacting requirements of the Alameda County 
Court House HOLTZER-CABOT Clocks were chosen. Utmost 
accuracy and dependability were the first requisites of this 
installation. 

For sixty years HOLTZER-CABOT has been supplying discrimi- 
nating architects with really fine clock and signal systems for 
public and private institutions. Send to Dept. 39 for our new 
Clock Bulletin or ask for engineered service on your present 
problems. There is no obligation. 

ALAMEDA COUNTY COURT HOUSE — Associated Architects 


Henry Minton of San Francisco, Calif. Will G. Corlett, James W. Platchek. 
Wm. E. Schirmer, Carl Werner, all of Oakland, Calif. 


G. M. Simonson Oakland Cali, Roy Butcher. San Jose. Calif. 
HOLTZER-CABOT ELECTRIC CO. 
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ISIBLE CLINICAL CHART DESK. Furnished in a 
variety of sizes to fill demands in large or small wards. 
Capacity ranges from 15 to 50 patented noiseless aluminum 
book form chart holders—visible at a glance—instantly remov- 





able. Equipped with plate = top and rubber tired casters. 


Standard finish white ename 


Write for complete catalog on Metal Hospital Furniture. 
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EDGAR SYDENSTRICKER, who has for 
several years been director of research 
for the Milbank Memorial Fund, has 
accepted the position of scientific di- 
rector of the Fund following the resig- 
nation of JOHN A. KINGSBURY as 
secretary. It is understood that Mr. 
Kingsbury’s position will not be filled. 
Dr. I. S. FALK, research associate 
on medical economics of the Fund and 
former associate director of study of 
the Committee on the Costs of Medi- 
cal Care, is spending three months in 
Europe checking data for a forthcom- 
ing publication by the Fund on health 
insurance. Both Mr. Sydenstricker 
and Doctor Falk have been serving 
on the research staff of President 
Roosevelt’s Committee on Social Se- 
curity. 


ALICE L. SHANNETTE has resigned 
from the superintendency of the 
Brockville General Hospital, Brock- 
ville, Ont., and will take a prolonged 
holiday. She has held this position 
for thirteen years. 


JESSAMINE ROMINGER is the new su- 
perintendent of the Memorial Hospital 
of Sandusky County, Fremont, Ohio, 
where she replaces Mrs. Sara M. 
HEATLEY, resigned. She was formerly 
director of nurses at Pocono Nutrition 
Centre, Pocono, Pa. 


ETHEL LOGAN has been appointed 
superintendent of the Decatur County 
Memorial Hospital, Greensburg, Ind., 
to succeed ATHEL SAMUELS who has 
filled the office of superintendent for 
the last four years, and has resigned 
on account of ill health. Miss Logan 
has been a nurse in the hospital for 
almost five years. 


RutTH EASTIN is the new superin- 
tendent of Blessing Hospital, Quincy, 
Illinois. 


MABEL KUEBLER assumed the super- 
intendency of Graham Hospital, Can- 
ton, Ill., on July 1. Her experience 
includes two years as superintendent 
of Ovitz Hospital, Laona, Wis. and 
one year as superintendent of nurses 
at Mercy Hospital, Kansas City, Mo. 


Dr. ARTHUR H. RING, for twenty- 
one years superintendent of Ring San- 
atorium and Hospital, Arlington, 
Mass., and president of that corpora- 
tion, died suddenly on June 25 from a 
heart attack. For many years he had 
been assistant professor of neurology 
at Boston University school of medi- 
cine and had served in the neurologi- 
cal clinic of the Massachusetts Memo- 
rial Hospital. The sanatorium was 


founded by Doctor Ring’s father and 





is one of the oldest private medical 
institutions in Massachusetts. 


Dr. JOSEPH F. WHALEN, Green 
River, Wyoming, has been appointed 
superintendent of Wyoming State 
Hospital, Evanston, to succeed Dr. 
DAVID B. WILLIAMS who resigned in 
June. 


MABEL PARSONS recently became su- 
perintendent of Franklin Hospital, 
Franklin, N. H. On June 26 the hos- 
pital’s Ladies’ Aid Society arranged 
a reception for her and throngs of 
Franklin citizens visited the hospital 
to welcome the new superintendent. 


DR. SIMON FLEXNER, director of the 
laboratories of the Rockefeller Insti- 
tute for Medical Research since its 
opening in 1903, will retire in the 
autumn at the age of seventy-two. 
His successor will be Dr. HERBERT 
SPENCER GASSER, professor of physi- 
ology at Cornell University Medical 
College. 


Dr. ARTHUR C. BACHMEYER, direc- 
tor of the University Clinics, Univer- 
sity of Chicago, was recently made 
associate dean of the division of bio- 
logical sciences. Doctor Bachmeyer 
received the honorary degree of 
doctor of science at the June com- 
mencement of the University of Cin- 
cinnati. 


Dr. W. J. B. MCAULIFFE, physician 
in charge of the United States Hospi- 
tal for Natives, Juneau, Alaska, died 
as the result of a heart attack on 
July 4. He was thirty-seven years of 
age and had headed the hospital for 
five years. 


CLARENCE GIBSON has been ap- 
pointed business manager at Regina 
General Hospital, Regina, Sask. Mr. 
Gibson has been connected with this 
institution for four years as revenue 
clerk and succeeds S. T. MARTIN. 


HELEN MARTIN, for six years direc- 
tor of nurses at the Ohio Valley Hos- 
pital, Steubenville, Ohio, has been ap- 
pointed superintendent of the hospital 
to succeed Mrs. F. P. GEARY who has 
resigned after six years in office. 


Dr. I. C. GARy, founder of the Peo- 
ple’s Hospital, Chicago, died July 4, 
at the age of seventy-seven. He 
founded the hospital and the training 
school for nurses in 1897 and was su- 
perintendent until the time of his 
death. 


ALLON PEEBLES, formerly on the re- 
search staff of the Committee on the 
Costs of Medical Care and more re- 
cently with the Northern Life Assur- 
ance Company of London, Ont., has 





accepted a position as technical ad- 
viser on health insurance to the pro- 
vincial secretary of British Columbia. 


SvEA LANDH, superintendent, John 
C. Proctor Hospital, Peoria, IIl., has 
been granted a long leave of absence. 


MARY ALICE RILEY has been ap- 
pointed head of the social service de- 
partment of the hospitals of the 
Medical Coilege of Virginia, Rich- 
mond, Va. She was formerly with the 
Lying-in Hospital, New York City. 


Dr. EWEN M. MACEWEN, head of 
the department of anatomy at the 
State University of Iowa college of 
medicine, has been appointed dean, an 
office which has been vacant since Dr. 
HENRY S. HOUGHTON resigned in 1932. 


GRACE MAUSHAK has been appointed 
supervisor of the nursing service in 
the out-patient department of the Uni- 
versity of Chicago Clinics, Chicago. 


IRENE DILLON of St. Paul, Minn., 
has been appointed superintendent of 
Wyoming General Hospital, Rock 
Springs, Wyo. She replaces ANNA 
SWEENEY who has been in charge of 
the hospital for the last two years. 
Miss Dillon has held several hospital 
superintendencies and at the time 
she accepted her new position she was 
president of the fourth district of the 
Minnesota State Registered Nurses’ 
Association. 


Dr. J. C. FERRELL has been named 
superintendent of the Nevada Hospi- 
tal for Mental Diseases, Reno, Nev. 
He has been in private practice in 
Fallon, Nev., for a number of years. 
Dr. ARTHUR E. LANDERS who has been 
acting superintendent of the hospital 
for the last few months is now as- 
sistant superintendent. 


JOHN R. HOWARD who has been 
acting superintendent of Muhlenberg 
Hospital, Plainfield, N. J., since the 
death of MARIE Louts last March has 
been appointed superintendent of the 
hospital. 


Dr. J. S. STEWART, superintendent 
of Ontario Hospital, Toronto, Ont., 
has been appointed superintendent of 
Ontario Hospital, Hamilton, Ont., to 
replace Dr. J. J. WILLIAMS, who has 
retired. Dr. R. C. MONTGOMERY who 
has been assistant superintendent of 
Ontario Hospital, Toronto, succeeds 
Doctor Stewart. 


THERESA YOUNGER has been ap- 
pointed superintendent of the Shrin- 
ers Hospital for Crippled Children, 
Philadelphia. She was formerly su- 
perintendent of the Scottish Rite Hos- 
pital for Crippled Children, Atlanta, 
Ga. 


Dr. E. T. THOMPSON, superintendent 
of the Women’s and Children’s Hos- 
pital, Chicago, has been appointed 
superintendent of Mount Sinai Hos- 
pital, Milwaukee. 
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THEREFORE 
TOUGHER 


Keorirritmi sr: 
ordinary thermometers] 


(} course you can answer that ques- 
tion — Tempglass! An established 
formula for reducing thermometer costs! 
But cost is not the only important factor 
to consider. An inaccurate thermometer 
may be worse than none. The hard shaker 
is a constant aggravation. The retreater 
is dangerous. The easy shaker is an in- 
cipient retreater. 


Tempglass Thermometers are guaranteed accu- 
rate and dependable. There are no hard shak- 
ers, easy shakers or retreaters. Every Temp- 
glass Thermometer meets ALL requirements of 
every state’s testing regulations and conforms 
to ALL specifications of the Bureau of Standards. 
Fine scientific instruments that actually cost less 
to use than ordinary thermometers! No wonder 
hospitals that have made the Tempglass Test 
are specifying — ‘“Tempglass only”. 
TEMPGLASS PRICES 


Per Doz. Per Gross 
No. 1 Standard yg Bulb $6.50 $72.00 
No. 2 Snub Nose Bulb 6.50 72.00 
No. 3 Pear Bulb Rectal 6.50 72.00 


FAICHNEY INSTRUMENT CORPORATION 
Watertown, N. Y. 


TEMPGLASS 
THERMOMETERS 
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More than 2000 hospitals use Germa-Medica 
Concentrated Liquid Surgical Soap. For Germa- 
Medica’s rich lather works easily into the 
pores, flushing out dirt in a minimum of 
time, and leaving the skin surgically clean. 
Yet its purest ingredients, properly blended, 
never irritate—never chafe the hands. Highly 
concentrated—containing 43% of soap solids, 
Germa-Medica may be reduced with 3 or 4 parts 
water, making it very economical in actual use. 


The Levernier Portable Foot 
Pedal Soap Dispensers* are 
recognized by the hospitals for 
their economical, positive and 
sanitary method of dispensing 
soap at the scrub-up sink. They 
are operated by foot pressure, 
and can be moved where desired. 


*Furnished without charge 1 
€¢y- to users of Germa-Medica oft 
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FRANK SCHMIDT is the new super- 
intendent of Franklin Hospital, San 
Francisco. He was formerly business 
manager and assistant secretary of 
the institution. 


Mary MADELY RICHARDSON, R.N., 
has been appointed superintendent of 
nurses at Lenox Hill Hospital, New 
York City, to succeed ELIZABETH P. 
LINDHEIMER who retired in May after 
more than thirty years’ service. Miss 
Richardson’s service begins August 1. 


Dr. W. P. MorRILL, who was seri- 
ously injured in an automobile acci- 
dent on June 21, is improving rapidly 
and hopes soon to be back at work. 
He is the editor of the “Hospital Ab- 
stract Service” and has also been do- 
ing research work during the past 
year for the American Hospital Asso- 
ciation. 


Dr. CHARLES C. CUSTER is the new 
medical director of the Pennsylvania 
State Tuberculosis Sanatorium at 
South Mountain, succeeding Dr. 
RoyaL H. McCUTCHEON who resigned 
recently to enter private practice at 
Bethlehem, Pa. 


Dr. FREDERICK F. RUSSELL has re- 
signed the directorship of the Inter- 
national Health Board of the Rocke- 
feller Foundation and will be suc- 
ceeded by Dr. WILBUR A. SAWYER, 
associate director. Doctor Russell has 
reached the age limit for retirement. 


SISTER ZOE SCHIESWOHL has been 
promoted from head nurse to chief 
nurse at the United States Marine 
Hospital (P. H. S. Leprosarium), Car- 
ville, La., to succeed SISTER MARTHA 
LAWLOR who died May 4. 


Dr. JOHN J. DOWLING, superintend- 
ent of Boston City Hospital, Boston, 
for the last twenty-one years died 
July 10, after a lingering illness. 


GROVER C. BROWN has been named 
managing officer of the Jacksonville 
State Hospital, Jacksonville, Ill., it is 
announced. 


ELLEN GOODWIN of the Peter Bent 
Brigham Hospital, Boston, has been 
appointed to succeed AGNES V. HEN- 
ESSY,. R.N., superintendent of the 
Rumford Community Hospital, Rum- 
ford, Me. 


Dr. JOHN R. SNOKE has resigned as 
superintendent of the University Hos- 
pital, Augusta, Ga., the third super- 
intendent to resign within five years, 


according to the Atlanta Journal. Dr. 
L. P. HoLMEs for the fourth time be- 
came acting superintendent. 


Dr. RUDOLPH MATAS, who has been 
in almost daily attendance at Touro 
Infirmary, New Orleans, since 1895, 
has announced his resignation as chief 
of the department of surgery, a post 
he has held since 1904. Dr. ISIDORE 
COHN will succeed him. 





Memory of Pasteur Honored 


Ceremonies were held at the Pas- 
teur Institute in Paris on July 6 in 
celebration of the fiftieth anniversary 
of Louis Pasteur’s discovery of his 
serum for rabies. 

Joseph Meister, who, at the age of 
8 years, was the first person inocu- 
lated with the serum and whose life 
was saved by Pasteur, was present at 
the ceremony. For many years now he 
has been employed as a porter at the 
Pasteur Institute. 





British Party to Visit Hospitals 


A party of British physicians and 
their wives numbering 100 persons 
will arrive in New York August 4 on 
the S. S. Georgic on the way to the 
annual meeting of the British Medical 
Association in Melbourne, Australia. 
Plans for their stay include a visit to 
Grasslands Hospital, Valhalla, N. Y., 
of which Dr. C. W. Munger is director, 
on Sunday afternoon, following visits 
in the morning at Columbia-Presby- 
terian and Cornell medical centers, the 
Rockefeller Institute and the New 
York Academy of Medicine. 





Dr. Krusen to Mayo Clinic 


Dr. Frank H. Krusen, director of 
the department of physical therapy, 
Temple University Hospital, Phila- 
delphia, has resigned to take charge 
of a physical therapy department at 
the Mayo Clinic, it is announced. Doc- 
tor Krusen was the author of an 
article on fever therapy in the July 
issue of The MODERN HOSPITAL, where 
he was erroneously listed as director 
of Temple University Hospital. In the 
same article work done by Dr. Ruth A. 
Boak of Rochester, N. Y., was credited 
to Dr. Frank William Bock of the 
same city through an error in the 
preparation of the manuscript for the 
printer. 





LEGISLATION 





ALABAMA. — The legislature has un- 
der consideration a bill which will 
make possible group hospitalization 
under the supervision of the superin- 
tendent of insurance. This was en- 
dorsed by the state medical associa- 
tion and by the Alabama Hospital 
Association. 

CALIFORNIA. — A bill has been en- 
acted to amend the law relating to 
county hospitals so as to require the 
admittance to any county hospital of 
any expectant mother unable to pay 
for the necessary care. 

ILLINOIS. — The bill covering group 
hospitalization has passed both houses 
and has been sent to the governor. The 
lien law in favor of hospitals and 
physicians failed to pass. 





Two N. Y. Hospitals May Merge 


Negotiations which contemplate a 
merger between Flower Hospital and 
the Fifth Avenue Hospital of New 
York City and which have been under 
advisement for some time have not 
yet reached the point where any defi- 
nite steps have been taken. It is re- 
vealed that while the question has been 
considered, its status is nebulous and 
no definite arrangements have been 
made for its further discussion. 





Ready for Group Insurance 


Approval by the state department 
of insurance has been granted the 
group hospitalization program pre- 
pared by Elizabeth A. Horton Me- 
morial Hospital, Middletown, N. Y. A 
committee from the hospital auxiliary, 
an organization which was described 
in detail in The MODERN HOSPITAL of 
May, will assist in selling this pro- 
gram to the community, including em- 
ployers and employees. This work will 
go on without cost to the hospital. 





Take Housekeeping Course 


Eighteen housekeepers enrolled in 
the housekeeping course conducted at 
Cornell University from July 8 to 13. 
Included in this group were Ida F. 
Catton, Morristown Memorial Hospi- 
tal, Morristown, N. J., Mrs. Gladys 
Hancock, Municipal Hospital, Hart- 
ford, Conn., and Katherine Scott, 
Sheppard-Pratt Hospital, Towson, Md. 





California, E. 


Fritschel; Wyoming, Anna G. Williams. 





The MopERN HospITAL state correspondents: Alabama, Dr. Neal N. Wood; Arizona, J. O. Sexson; Arkansas, Lee C. Gammill; Northern 
L. Slack; Colorado, William S. McNary; Connecticut, Maud T. Traver; Delaware, C. 
Edgar A. Bocock ; Georgia, J. B. Franklin; Illinois, Maurice Dubin; Indiana, Albert G. Hahn; Iowa, E. C. Pohlman; Kentucky, Lake John- 
son; Maine, Dr. Joelle C. Hiebert; Maryland, John E. Ransom; Massachusetts, Dr. Charles F. Willinsky; Michigan, Robert G. Greve; 
Minnesota, A. M. Calvin; New Jersey, Dr. George O’Hanlon; New York State, Ernest G. McKay; North Carolina, Graham Davis; Ohio, 
A. E. Hardgrove; Oklahoma, R. L. Loy, Jr.; Oregon, Carolyn E. Davis; Pennsylvania, John N. Hatfield; Rhode Island, Helen M. Blais- 
dell; South Carolina, Graham Davis; South Dakota, Mabel O Woods; Tennessee, Dr. Eugene B. Elder; Texas, Elizabeth Kelly; Utah, H. S. 
Barnes; Virginia, Dr. Lewis E. Jarrett; Washington, Dr. A. C. Jordan; West Virginia, Ruth E. MacMaster; Wisconsin, Rev. Herman L. 
Canadian correspondents: Alberta, Dr. E. A. Braithwaite; British Columbia, J. V. McVety; Mani- 
toba, Dr. Gerald S. Williams; New Brunswick, Dr. S. R. D. Hewitt; Newfoundland, Dr. John M. Olds; Ontario, Dr. Fred W. Routley; 
Quebec, Dr. John C. Mackenzie; Saskatchewan, Leonard Shaw. 


A. Hume; District of Columbia, Dr. 
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Eacu INDIVIDUAL concerned in the physiological assay of 
Insulin Squibb is a specialist trained to do his part meticu- 
lously, for the Squibb Laboratories realize that the diabetic 


ieiieeancoll should have an Insulin accurately assayed and uniformly 


license from the Uni- 


cule a Ga potent....Diabetics who use Insulin Squibb know how well 


this objective has been attained.... Insulin Squibb is highly 
purified, remarkably free from pigmentary impurities and 
proteinous reaction-producing substances....It is available 
in 5-cc. and 10-ce. vials in the usual “strengths.” 


E'-R: SQUIBB & SONS, NEW YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858. 






SQUIBB GLANDULAR PRODUCT 





Vol. 45, No. 2, August, 1935 








READER OPINION °«°-°- 





Luxurious Superintendents 
Sirs: 

I read in a recent issue of your magazine 
an article ““How to Recognize a Good Trustee. 
1 also read a letter commending said article in 
a later issue. The article interested me greatly 
but its being unsigned did not seem like the 
heretofore fine principle of The MopERN Hos- 
PITAL. 

It . . . must have been written by some hos- 
pital superintendent. I believe the mingling 
of the hospital trustee and employee a really 
fine thing. Most trustees give much time and 
effort to the good of the employee as well as 
the patient, with little monetary recompense, 
while the superintendent is generally a high 
salaried man living . . . luxuriously. I think 
the average trustee compares favorably with 
the average superintendent—both doing impor- 
tant work to the best of their ability... . 

I might also add that I, who always read 
The MoperN HospitTa, believe Doctor Gold- 
water one of New York City’s finest men. I 
have never read an issue .. . without feeling 


is fi influence. 
—— Mary B. GREENLEAF. 
New York City. 


Summaries? 
Sirs: 

Some years ago The MODERN HosPiTAL asked 
suggestions for the betterment of the maga- 
zine. My one offer was that there should be 
summary, comment, conclusions or the like at 
the ends of major articles. A personal answer 
to me stated that it was felt that the material 
presented in every article was so concentrated 
and important that it would all be read and 
that summaries were out of place. . 

Nearly all other scientific and technical pub- 
lications have turned more and more to brief 
and effective summarizing of the material. 
Hospital managers and workers are certainly 
pressed for time and attention to be given 
written matter and I believe that the majority 
would join me in appreciation | of such a 
change in your indispensable publication. One 
turns first, as you well know, to the opening 
statements and concluding portions of such 
writings; then to the body of the matter in 
more detail, if sufficiently interested. 

¥REDERIC BrusH, M.D., 
Medical Director. 
The Burke Foundation, 
White Plains, N. Y. 


Not only is the material in The 
MopverN HospITAL “concentrated and 
important,” but the title and the large 
type box accompanying it usually give 
the reader a clear idea of the contents. 
To add summaries would consume 
space that could otherwise be used to 
give additional material to readers. 
What do other readers say?—Ed. 


Paternity of an Idea 
Sirs: 

I read with a great deal of interest and 
chagrin the article pertaining to the Elizabeth 
General Hospital group hospitalization plan 
published on page 100 of your July edition and 
I am officially notifying you of the fact that 
I... take exception to the paragraph which 
states that the extension of the plan is based 
upon the study made in Newark, N. J., by 
Frank Van Dyk. Pas 

It is inconceivable to me that a publication 
of the reputation of yours would presume to 
publish such a statement without first having 
it confirmed by the hospital concerned. 

This statement is not correct and I feel 
perfectly justified in asking, first, that the 
msnagement advise me of the source of this 
information ; second, by what authority it was 
published ; and third, that they prepare a cor- 
rection. ... 

JAMES R. Mays, 
Superintendent. 
Elizabeth General Hospital, 
Elizabeth, N. J. 


The statement in question was pub- 
lished in good faith on the strength of 
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information sent to The MoDERN 
HosPITAL from a source that has in 
the past been found reliable. While 
The MODERN HOsPITAL realizes the 
importance of giving due credit for 
all original ideas to those who orig- 
inally created them and endeavors to 
do so scrupulously, it also is fully 
conscious of the extreme difficulty of 
ascertaining the paternity cf any par- 
ticular idea. Ideas are frequently 
contagious and it is not always easy 
to trace the source of contagion. The 
creation of an idea is only half the 
battle and frequently the lesser half. 
Certainly no one will dispute the right 
of Mr. Mays to full credit for the 
courage to put this particular idea 
into effect. If he proves it workable 
that will be far more important to the 
— field than proof of paternity. 


Lavished Resources 
Sirs: 

In the main I agree with the program out- 
lined by Doctor Goldwater [in the May issue] 
and believe that the field of chronic illness is 
a fruitful one for study and research, and 
also believe that the average hospital is poorly 
prepared to handle many of the cases of 
chronic illness. All of our resources should 
not be lavished on acute illness to the exclu- 
sion of those who may be suffering from 
chronic illness. However, I think the opening 
statements of Doctor Goldwater are probably 
unnecessarily alarming, and do not believe 
that we will become a nation of chronic in- 
valids or that national downfall will result 
from devitalization of our people. It is con- 
ceivable that alarmist statements of this sort 
might do more harm than good to a project 
which has much merit. 

H. S. CumMMIna, 
Surgeon General. 


U. S. Public Health Service, 
Washington, D. C. 


Beds in North Carolina 


Sirs: 


I note in the Charlotte Observer . . . you 
are quoted as saying that a thousand addi- 
— hospital beds are needed in North Caro- 
ina. 

If you refer to hospital beds for the insane, 
you may be correct, but as for other hospital 
beds you are incorrect. The state hospitals for 
nervous and mental cases are overcrowded and 
a thousand new beds would be a great help. 
In addition . . . it is my opinion that at least 
a 400-bed hospital is needed in the western 
part of the state for tuberculous patients. 

No additional general hospital beds are 
needed in North Carolina but what we need 
and need badly is more support and better 
support for the general hospitals now in ex- 
istence. 

I do not know how you arrived at your 
figures but if you will make a personal sur- 
vey of the state you will find that the general 
hospitals have many vacant beds and that no 
patients are turned away for lack of space. 
What is needed, however, is for some of the 
so-called charitable organizations who are giv- 
ing a dollar a day for hospital beds to give 
two or even three dollars a day if they want 
to do some real good. . . . No aid is given to 
the tuberculous patients, no aid is given to 
the hospitals in which they are cared for and 
no aid is given to mental cases. As you know 
most tuberculous patients are helpless. Many 
of them have families who are dependent upon 
them for support. ... 

The poor unfortunate insane patients who 
are helpless in the state hospitals cannot speak 
for themselves and it seems that there are 
few speaking for them. The state ... is do- 
ing what is presumably the best it can... 
but at the same time the appropriation .. . 


is absolutely inadequate. The managements of 
these state hospitals that take care of them 
as well as they do on the small amount allot- 
ted are accomplishing what looks like the... 
impossible, 

I take it that you did not make a personal 
survey of the entire state and I am giving you 
this information . . . to correct a false impres- 
sion . . . gained, I suppose, through some 
source which is interested in leaving the im- 
pression that more general hospitals are 
needed. Evidently they are not interested in 
helping the unfortunate insane and the help- 
less tuberculous patients. These are the pa- 
tients who are in dire need... . 

I think you would make no mistake in read- 
ing Mr. Ickes’ recent book. From it you will 
glean a lot of information which will en- 
lighten you on the situation . .. in North 
Carolina. ... 

We have been taking The MopERN HospITAL 
here for many years and we enjoy reading it. 
It is a fine publication. . . . This article is not 
written in the spirit of caustic criticism . 
and unfriendliness but . .. to inform you... . 

JAMES W. Davis, M.D. 


Davis Hospital, 
Stateville, N. C. 


Sirs: 

. . - I was president of the North Carolina 
Hospital Association, 1931-32, and I am well 
acquainted with the hospital situation. .. . 

It is my opinion that it is not a question of 
needing more beds but it is a question of 
training the people to a thorough examination 
and hospitalization where they can get some- 
thing of value instead of a casual glance or 
something cheap. What is needed in North 
Carolina is to get the people well and pro- 
ductive so they can work and make a living 
for themselves, and not just a prescription for 
temporary relief of pain. 

We have plenty of beds for some time to 
come, but we have not a people interested in 
hospitalization. As far as I know there has 
not been $50,000 left to hospitals in wills or 
legacies in North Carolina in the last five 
years, but physicians have built hospitals and 
have taken care of the people and are proud of 
their low mortality rate. Trusting that you 
will come to North Carolina some time and 
make a survey of our institutions, I am 


HAROLD GLASCOCK, M.D., 
President, Board of Directors. 


Mary Elizabeth Hospital, 
Raleigh, N. C. 


The survey of hospital facilities, 
which was reported in the March issue 
of The MopDERN HOSPITAL, clearly 
called attention to the difference be- 
tween need for hospital services based 
on physical or scientific facts and need 
based on the ability of people to pur- 
chase hospital care. The survey was 
correctly interpreted by the Charlotte 
Observer as indicating a need for 1,000 
additional hospital beds in North Caro- 
lina general hospitals to meet the 
physical needs of the people. But it 
also pointed out that “a casual perusal 
of occupancy rates for 1933 of the 
existing hospitals even in some of the 
most poorly provided sections reveals 
that there are many empty beds. This 
does not indicate that the need for 
hospital facilities is nonexistent, but 
rather that large groups of people 
either did not know what they needed 
or, knowing it, could not afford to pay 
for it on the present basis.” 

According to the survey other states 
also need additional beds: Texas, 2,265 
beds; Alabama, 1,905 beds; Tennessee, 
1.760 beds; Georgia, 1,675 beds; Mis- 
sissippi, 1,490 beds; Kentucky, 1,460 
beds; Missouri, 1,450 beds; Louisiana, 
1.230 beds; Arkansas, 1.130 beds; 
Oklahoma, 1,085 beds; North Caro- 
lina, 1,020 beds. States not requiring 
any additional facilities to meet the 
standards used include all the New 
England states, New York, New Jer- 
sey, Wisconsin, Delaware, Montana, 
Arizona, Nevada, and Oregon. Eight 
other states would reauire less than 
100 additional beds.—Ed. 
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LITERATURE iw ABSTRACT ¢ « 


Conducted by E. M. Bluestone, M.D. 





Organization of a Central 
Supply Room 


The results a physician obtains in 
the treatment of his patients may be 
jeopardized by imperfections in the 
materials used under his direction, or 
by inadequacy of the tools provided 
for his work. For this reason his 
responsibility must extend beyond the 
mere ordering or supervision of treat- 
ment and embrace a careful control 
of materials.* 

Recognition of this responsibility 
led to the establishment of a central 
supply room at the Roosevelt Hospi- 
tal, New York City. The development 
of this department was the natural 
outgrowth of an effort to rectify a 
troublesome problem in one therapeu- 
tic procedure, namely, the develop- 
ment of chills or fever or both, in 
25 per cent of the patients receiving 
intravenous treatment. Various checks 
and tests were made but since there 
was no certainty in regard to these 
tests it seemed desirable to correct all 
of the possible factors since any or 
all might be involved. 

In order to carry out all of these 
preparations satisfactorily, a special 
room was set aside by the hospital, 
well screened against dust and pro- 
vided with necessary work tables, 
sterilizers and storage cupboards. Two 
nurses, well versed in the technical 


details of the work and thoroughly’ 


sympathetic with the aims and pur- 
poses of the central supply room, were 
put in charge. They were assisted by 
a maid and a practical technician to 
manage the stills and sterilizers. The 
result over an eighteen months’ period 
has been a reduction in the incidence 
of febrile reactions and chills from the 
25 per cent previously occurring to 
between 0.3 and 0.4 per cent. 

The success of this venture led to 
further expansion of the activities of 
the central supply room so that now 
all sets for various diagnostic and 
therapeutic procedures are prepared 
correctly and uniformly by the depart- 
ment. This step necessitated an agree- 
ment among the members of the 
attending staff as to the optimum 
makeup of the various sets and a 
standardization of the types of nee- 
dles to be used for various purposes. 
Once this had been accomplished all 
sets were called in and new ones made 
up by the central supply room for dis- 
tribution on requisition throughout 
the hospital. 

Finally the hospital decided to pur- 
chase prepared dressings, compresses, 
abdominal pads, sanitary pads, Dakin 
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pads, cotton balls, sponges, packing 
and other dressing materials required. 
These materials are now packed, ster- 
ilized and distributed by the central 
supply room. This same room also 
undertook the furnishing of sterile 
towels and the mending, sterilizing 
and distributing of gloves. 

For a description of the various 
sets for treatment and diagnosis dis- 
tributed by this central supply room, 
together with the directions to be fol- 
lowed in preparing them, the reader 
is referred to the article itself. 

A rough schedule of the cost of op- 
erating the department is as follows: 


Salaries (plus subsistence) : 
Nurse, $140 per month $1,680.00 
Nurse, $115 per month 1,380.00 
Technician, $90 per month 1,080.00 


Maid, $58.50 per month 702.00 
ee $ 4,842.00 
Dressing materials 3,768.90 
Supplies, breakage and 
replacements 2,194.70 


Gross Total.......... $10,805.60 








*Cutler, Condict W. Jr.: Organizing a Cen- 
tral Supply Room for Hospital Service, New 
York State J. Med. 35: 485, May 1, 1935. Ab- 
stracted by Joseph J. Weber. 





Ensuring Cleanliness in 


Handling Food 


Determined efforts of health author- 
ities in various parts of the country 
have resulted in greater emphasis 
upon the necessity of high sanitary 
standards. For example, Cincinnati’s 
bureau of sanitation and food inspec- 
tion is trying to increase the number 
of medical examinations of food han- 
dlers in various food establishments. 

Previous articles on maintenance 
cleaning have aroused many questions 
on restaurant cleanliness. This article 
answers several of the requests.* 

For washing glasses there are sev- 
eral efficient glass washing machines 
on the market. When glasses are 
washed by hand a small amount of 
cleaner should be used, and they 
should be rinsed in warm water. If 
glasses are to be air dried, the tem- 
perature of the air should be cooler 
than the temperature of the rinse 
water. If the glasses are set upon a 
drip table, open to the air, they should 
dry free from spots. 

There is probably more comment on 
silverware than on any other part of 
restaurant service. Silver should be 
kept in a bright condition at all times. 








Silverware may be washed in the dish- 
washing machine. It should be dried 
immediately upon leaving the washing 
machine. It should be detarnished and 
burnished at regular intervals. 

Complaints regarding coffee are 
often due to sour coffee bags or un- 
clean urns. Coffee bags and urns 
should be washed with a solution of 
effective cleaner each day. Bags should 
be changed frequently. Once a month 
the urn should be boiled with a solu- 
tion of cleaner to remove tannic acid 
accumulation in the porcelain; then 
rinsed with warm water followed by 
cold water. 

In washing coffee urns, refrigera- 
tors and ice cream equipment, the 
cleaning material which is used should 
leave a sweet smelling clean surface, 
with no soapy odors and soapy films. 

Back counter sanitation is impor- 
tant.. The progressive restaurateur in- 
stalls receptacles for refuse, the 
proper matting to stand on and space 
for storage, to keep the back of the 
lunch counter spotlessly clean. 





*Longren, Kenneth C.: Restaurants Prove 
Value of Sanitary Standards, Am. Rest. Mag. 
Apr., 1935. Abstracted by Marie Horst. 





More Comfort for the Patient 


The medical department of the 
United States Army modified the con- 
struction of the Stokes stretcher by 
substituting hollow steel pipes for the 
solid metal rods and securing these in 
place by welding, instead of by rivet- 
ing which tended to weaken the 
stretcher. Illustrations in the article* 
show the details of construction and 
the fittings used to convert the 
stretcher into a field and litter dress- 
ing table and into a wheeled litter 
carrier. It may also be used as a field 
operating table in emergencies. 

The modified model, without fittings, 
is 34% per cent lighter than the 
Stokes stretcher, without fittings. It 
is more rigid and, because the in- 
creased distance between the skids de- 
creases the tendency to rock, it en- 
sures more comfort for the patient. 
The modified litter carrier can be 
more easily handled and for this rea- 
son has been especially commended by 
hospital corps men. 


*Mann, W. L.: Modified Stokes Stretcher, 
U. S. Nav. M. Bull. No. 2, 177, Apr., 1935. 
Abstracted by M. Hinenburg, M.D. 








Hospitalizing the Chronic 
Patient 


In this authoritative article,* based 
on long experience with the hospital- 
ization of patients suffering from 
chronic disease, the writer makes an 
analysis of the problem and suggests 
logical methods of solving it. 

Beginning with the prevailing meth- 
ods of hospitalization, whereby ap- 
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LET EXPERTS SOLVE 


your 
Floor Covering 
Problems 


For MORE than fifty years the Mohawk 
Carpet Mills has been weaving high quality, 
beautiful, durable floor coverings. On the 
basis of this vast experience, we believe 
that this organization is better equipped 
than any other to aid in solving commer- 
cial floor covering problems. 

Men, thoroughly trained in floor cover- 
ing technique, are available to cooperate 
with you and your architect in finding 
the most attractive and economical solu- 
tion to any floor covering problem you 
have. There is no charge for this service. 

Wire collect for a representative of the 
Mohawk Advisory Service. He will make 
available to you floor coverings beautiful 
in pattern, hardy and durable, and highly 


attractive in price. 


MOHAWK 
CARPET MILLS 


General Sales Office: 
295 FIFTH AVENUE, NEW YORK 


Regional Sales Offices: Atlanta Boston Chicago Dallas 
Denver Des Moines Detroit High Point Los Angeles 
Philadelphia San Francisco Seattle St. Louis 


1935, Mohawk Carpet Mills, Inc. 
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a ng Two 


NEW NIPPLE SHAPES 





@ No one type of nipple in itself can prevent all cases 
of wind sucking because of variation in infants’ mouths. 
To reduce wind sucking to a minimum it is sometimes 
necessary to try as many as three different shapes before 
the proper nipple is discovered. One of these three shapes 
now produced by Hygeia will meet practically every 
nursing need. 


Can you guard against carelessness 
when the infant leaves your care? 


You cannot, of course. Therefore start infants with Hygeia Bottles 
and Nipples. They are safest because they are easiest to clean. The 
nipple can be inverted and scrubbed. The bottle has no shoulders 
where decomposed milk residue can form a germ harboring film. 
The nipple is made of non-porous moulded 
rubber. Even after constant use food parti- 
cles cannot become imbedded in the walls. 
Patented tab keeps fingers on outside of nip- 
ple. Only this nipple and bottle eliminates all 
these dangers of gastro-enteric infection. 


The patented, reinforced base resists nipple 
collapse. Its contour, firmness, texture and 
rate of milk flow simulates breast feeding as 
closely as possible. Consequently feedings 
are less interrupted. There is a greater will- 
ingness to nurse. 


A postcard brings you samples. Write Hygeia Nursing 
Bottle Company, 197 Van Rensselaer St., Buffalo, N. Y. 


HYGEIA 


The Safe Nursing Bottle and Nipple 
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proximately 20 per cent of patients in 
general hospitals suffer from chronic 
conditions, the author proceeds with 
the argument that the admission and 
retention of this minority is not un- 
reasonable. The alternative of remov- 
ing the patient from his relationship 
with the acute patient and tying him 
up with the so-called custodial patient 
in isolated institutions at a distance, 
is condemned as inhumane, unscien- 
tific and uneconomical. 

Two reasons for the discharge or 
transfer of chronic patients from gen- 
eral hospitals are given. The first is 
medical—because the visiting staff is 
no longer interested in them, and the 
second is economic—because the hospi- 
tal is unable to obtain the income from 
chronic patients that it is able to ob- 
tain from acute patients. There are 
remedies for both which the author 
proceeds to enumerate and describe. 
The final paragraphs in this article 
are as follows: 

“General hospitals should retain a 
limited number of patients suffering 
from chronic disease in their wards 
and the present number of these pa- 
tients which is, roughly, 20 per cent, 
should not be considered excessive. In 
a situation where hospital beds are 
fully occupied in a community, addi- 
tional construction should be consid- 
ered as additions to general hospitals 
rather than for the creation of inde- 
pendent chronic-custodial institutions 
located at a distance. 

“Selective interest in groups of 
chronic cases by the medical staff 
should be encouraged. Government 
subsidies for the home care of eligible 
custodial and some chronic patients 
are highly desirable. Government sub- 
sidies to voluntary general hospitals 
for the care of a limited number of 
chronic patients is likewise highly de- 
sirable. The demand of the medical 
profession to be paid for hospital 
service is, in most cases, fully justi- 
fied. Chronic medicine should be in- 
tegrated with acute medicine rather 
than with custodial medicine and the 
natural history of disease should be 
studied in all of its phases in one in- 
stitution under a unified medical and 
social plan which is continuous in 
maintaining responsibility.” 


*Bluestone, E. M.: Chronic Disease—A 
Problem in Philanthropy, Bull. Am. Hosp. 


A. July, 1935. Abstracted by M. Hinenburg, 
M.D. 





Illumination of Oral Cavity 
in Dental Surgery 


Satisfactory illumination of the oral 
cavity has always been the bane of the 
dentist’s existence.* Whether he pre- 
pares a tiny cavity to retain a filling 
or performs a surgical operation in the 
mouth, the dentist is still handicapped 
by improper illumination. 

Improvements in dental lighting 
units were investigated and lighting 


engineers consulted by the authors, but 
no great progress was found in the 
field of illumination. However, they 
believe that the results of their own 
investigations are in advance of any- 
thing hitherto observed. They have 
eliminated almost all glare, which is 
so injurious to the eyes of the operator. 

After many experiments and con- 
sultation with a qualified physicist, it 
was decided that the spotlight type of 
illumination is preferable to the cluster 
light. The spotlight used in their in- 
vestigations revealed that it has quali- 
ties superior to any type previously 
used. They decided also that a dull 
finish paint of neutral color is prefer- 
able to enamel or white paint for the 
walls of an operating room. They be- 
lieve that towels of neutral gray are 
more advantageous than white ones. 

Details are given in the article. The 
findings of these investigations not only 
facilitate operations, but also enable 
the dentist to conserve his eyesight for 
a longer time. 


*Harvey, Harry E. and Rault, Clemens V.: 
Illumination for Dental Operations. U.S. Nav. 
M. Bull. 33: 214, Apr. 1935. Abstracted by 
David Tanchester, D.D.S. 





New Method for Measuring 
Air Conditioning 


Standardization of methods in meas- 
uring and determining needs in air con- 
ditioning, as well as correct tabulation 
of operating data with a check on effi- 
ciency of performance, has been made 
possible by the new psychrograph.* 
This is a chart so constructed that, 
given the exact conditions of a room or 
a building, even a layman can draw 
the connecting lines which will calcu- 
late for him the requirements he must 
demand of all manufacturers. 

It is perhaps the greatest forward 
step in the whole field of air condition- 
ing, because for the first time it enables 
the architect, engineer, manufacturer, 
owner and operator to speak together 
in common, understandable terms. 

With the new psychrograph guess- 
work is eliminated and the layman 
may see and read the methods by which 
his own air conditioning needs are de- 
cided. All reputable manufacturers of 
air conditioning equipment are thus 
given the same working basis, thereby 
eliminating injurious price cutting 
which means sacrifice of efficiency to 
consummate a sale. 

With a widespread use of the psy- 
chrograph no one need remain in the 
dark, either as to his own building’s 
needs, the fulfillment of those needs by 
manufacturer or designer, or the oper- 
ation of his equipment after it is 
installed. The psychrograph is the 
contribution of A. M. Norris, Chatard 
and Norris, Baltimore. 


*Hardigg, J. C.: Measurement of Condi- 
tioned Air. Architect. Rec. 77: 187, Feb., 
1935. Abstracted by J. U. Norris. 


New Knowledge of Yeast Is 
Sought 


A completely modern experimental 
yeast plant has been set up in the 
University of Wisconsin agricultural 
college laboratories, and is being oper- 
ated by two graduate students who, 
with the advice and supervision of 
faculty members of the college of 
agriculture, are seeking data on the 
physiology of yeast.* 

Their general aims are the develop- 
ment of a new knowledge of yeast 
through a chemical and biologic anal- 
ysis of the whole yeast making proc- 
ess, and the methods by which such 
knowledge can be applied in the pro- 
duction of better quality yeast. The 
work carried out under this fellow- 
ship should be of prime importance in 
fundamental studies of yeast physi- 
ology. 

For this experiment the funds are 
provided by the Red Star Yeast and 
Products Company, Milwaukee. The 
grant enables the two students, gradu- 
ates in bacteriology and chemistry, to 
run the plant with the aid of another 
worker. Aside from specifying the 
purpose or problem, the donating com- 
pany has no control over the granted 
funds. Results of any such experi- 
ments which are considered worthy of 
notice are published. 


*Miner, E. M.: Yeast Physiology Studied 
in Experimental Plant, Baker’s Review No. 6 
70: 36 (June) 1935. Abstracted by Katherine 
Reamer. 





An Experiment Throws Light 
on Lighting 


The authors* have made an exten- 
sive study in illumination within an 
experimental building by changing the 
height and width of the windows and 
the reflecting power of the ceiling and 
walls. An adjustable ceiling and glass 
walls with movable shutters were 
used. 

The studies were made with light 
from the sky alone, not taking into 
account the effect of direct sunlight 
entering the windows. The illumina- 
tion was measured on a horizontal 
plane 36 inches above the floor, with 
varying window widths and heights. 
In each case the top of the window 
extended to the ceiling. 

The measurements were made in 
the building (1) with the ceiling and 
wall painted a mat white, (2) ceiling 
white, walls a mat black and (3) with 
both ceiling and walls a mat black. 
For purposes of correlation, measure- 
ments were taken simultaneously both 
inside and outside the building. The 
physical properties of the glass used, 
its thickness, index of refraction, co- 
efficient of absorption and its degree 
of cleanliness were taken into con- 
sideration. 

From the results obtained of the 
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Surgeons and Hospitals 


Render many valuable services to humanity, for which they never expect or derive any 





















return. They are public benefactors deserving far more recognition than they receive. 

Surgical dealers also render valuable services in their own communities, for which 
no compensation is expected. In order that they may continue this service, patronize 
the established dealer whose salesmen serve you. 

Kny-Scheerer feel keenly their responsibility in making this service complete. 

Quality in an instrument is a vital necessity to a surgeon. Eternal vigilance is the 
price we pay to maintain it. 

Keep your instruments in line with your reputation, and your service. Our name and 
trade-mark are your guarantee. Superior quality always commands a higher price. 
Our instruments may cost more, because they are worth more. Salesmen are glad to 


sell them. Thoy know. 





Ask your dealer for our new catalog 


KNY-SCHEERER CORPORATION 
[THE QUALITY HOUSE] 
21-09 BORDEN AVENUE LONG ISLAND CITY, N. Y. 
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ECONOMY and SANITATION 


“A place for everything and everything in its place” 
is a hospital necessity—towels, sheets and all linen 
should be marked for each ward or department with 
CASH’S WOVEN NAMES. Uniforms and all wear- 
ables of nurses, orderlies, doctors should be identified 
individually. Lost laundry, mislaid linen, wrongly used 
towels mean losses in money, in time, in sanitation, 
in good management. 

CASH’S NAMES will stop these wastes, cut replac:- 
ment costs, identify instantly. They are the sanitary, 
permanent method of marking. Quickly attached with 
thread or CASH’S NO-SO CEMENT (25c a tube). 
Write and let us figure on your needs—whether insti- 

tutional or personal. 


Oe CG dciscrcerrnnrene $3.00 ff ae 
© I ecinces 2.00 See 1.50 


« 
Are Nurses Nameless ? | 
= —Does the patient or the doctor have to say just 
a M, ™ “Nurse” or can he address her by name? 
WSs —— Cash’s Names in a larger size, woven 
oe, , ~ on half inch tape like the illustra- 


















—_ tion are now being attached to 

Ty ™, the sleeves or caps of uniforms 

: 7 in many hospitals. One dozen 

. —$1.00. Larger quantities at 
regular name prices. 


CASH’ 205 Chestnut St., So. Norwalk, Conn., or 
6208 So. Gramercy PI,, Los Angeles, Cal 








FRESH ROASTED DAILY AT 
CHICAGO AND BROOKLYN 
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three combinations considered, the 
illumination has been separated into 
three components, that coming from 
the window, that reflected from the 
ceiling and that reflected from the 
walls. The results show that at the 
middle and rear of the room an in- 
crease in the height of a window pro- 
duces greater illumination than a pro- 
portional increase in width. It is 
shown that illumination equal to from 
17 to 82 per cent can be contributed 
by reflection from a white ceiling and 
white walls. 

Figures are given for different 
times of the day and for different sea- 
sons of the year, also for different 
regions and latitudes in the United 
States. It is estimated that loss of 
light by reflection and s«bsorption, by 
the obstruction by dirt on the glass 
and by sash bars, casings and tie rods 
may amount to approximately 40 per 
cent. 

This pamphlet is replete with 
graphs and cuts, and copies may be 
obtained for a nominal charge from 
the Superintendent of Documents, 
Washington, D. C. 


*Ives, James E., Knowles, Frederick L., and 
Thompson, Lewis R.: Studies in Illumination, 
U. S. Treas. Dept., Public Health Service, 
Pub. Health Bull. No. 218 (April) 1935. Ab- 
stracted by Jacob Goodfriend. 








Help Needed for Negroes 
With Tuberculosis 


The booklet* compiled by the author 
is a report of the Negro Health Sur- 
vey, a project conducted in Pittsburgh 
for the purpose of investigating the 
prevalence of tuberculosis in Pitts- 
burgh Negroes and the facilities avail- 
able for their care. The mounting 
attendance of colored persons at the 
clinics and the increasing difficulty in 
obtaining hospital care for them were 
the reasons for the investigation. 

In a study of the prevalence of tu- 
berculosis in colored children as de- 
termined by tuberculin testing, it was 
found that the rates for the younger 
age groups were out of all proportion 
to those of other cities. In Pittsburgh 
the incidence of infection among 
Negro children was 17.9 per cent as 
compared with an incidence of 12.2 
per cent in Negro children under five 
years of age living in New York City 
(Drolet) and 7.7 per cent in a select 
group of white children from poor 
homes in Detroit (Johnston and Chad- 
wick). 

The importance of breaking contact 
between the child and the open case of 
tuberculosis was revealed by the fact 
that almost one-half of the infected 
children under ten years of age had, 
when seen in the clinic, already de- 
veloped tuberculosis. The importance 
of family contact was further demon- 
strated by the fact that child reactors 
were found in over half of the fami- 
lies that had been exposed to family 
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contact with tuberculosis, whereas 
among families subject to more remote 
exposure less than one-fourth showed 
reactors among the children. 

The survey among adult Negroes 
revealed conditions that unfortunately 
typify the state of affairs prevalent in 
most cities having large Negro popu- 
lations. It emphasizes the inadequacy 
of the present program for the control 
of the disease, the lack of facilities 
for hospitalization of the tuberculous 
and, above all, the miserable economic 
status of the urban Negro. 

Witchen estimates that only one- 
tenth of the Negroes investigated 
could be considered as living in com- 
fort. The reader is referred to a num- 
ber of specific recommendations which 
aim towards the greater integration of 
the health work of the city, an in- 
crease in medical and nursing person- 
nel, which should include Negro physi- 
cians and public health nurses, and an 
increase in the facilities for hospitali- 
zation of Negroes with tuberculosis. 





*Witchen, Elsie: Tuberculosis and the Ne- 
gro in Pittsburgh, Tuberculosis League of 
Pittsburgh, 1934. Abstracted by Eli H. Ru- 
bin, M.D. 





Motion Picture Technique 
on the X-Ray Image 


Doctor Reynolds,* who is a pioneer 
in the application of motion picture 
technique in the visualization of the 
x-ray image, describes the numerous 
technical difficulties leading to the 
present rather satisfactory state of 
this method. The image, on a highly 
sensitive fluoroscopic screen, is photo- 
graphed by means of a synchronized 
camera at a rate of seven images per 
second for as long as sixteen seconds, 
with complete safety to the patient and 
with the production of a graphic record 
of body structure and changes. 

This method may be applied in 
physiologic problems, in the visualiza- 
tion of body cavities filled with opaque 
media, in studying the range and lim- 
itation of joint motion and in the ex- 
amination of the heart and lungs, to 
mention only a few possibilities. 

The method is rapid and inexpensive, 
leaves a permanent record of function- 
ing organs, lends itself to comparison 
with previous records and is useful for 
teaching purposes. 





*Reynolds, Russell J.: Cineradiography, Am. 
J. Roentgenol. 33: 522, Apr., 19385. Abstracted 
by J. B. Schwedel, M.D. 





The Hospital's Réle Is 
Broadening 


Robert E. Neff, president of the 
American College of Hospital Admin- 
istrators, discusses some basic prob- 
lems of hospital administration and 
analyzes present trends* He holds 
that at no other time has there been 
such compelling need for intelligent 














leadership in hospital administration. 
The increasing economic problem and 
the shifting social values call for un- 
usual qualities in the hospital director. 

Hospital boards have not given suf- 
ficient thought to selecting the direct- 
ing heads of their institutions. The 
complexities of hospital organization 
and the high degree of specialization 
have made hospital administration an 
art and a science demanding proper 
background, special training and ade- 
quate experience. Too often in the 
past have governing boards selected 
untrained and unqualified individuals 
to direct hospitals. These inexperi- 
enced individuals have then maneu- 
vered through a distressing period of 
“learn as you go” to the great detri- 
ment of the hospital. 

However, there are indications that 
in the future executive positions in 
hospitals will be closed to those not 
qualified. To that end the American 
College of Hospital Administrators 
has been created. The purpose of this 
organization is to elevate the stand- 
ards of hospital administration, to 
promote standards of education for 
the training of hospital administra- 
tors, to inform hospital trustees of the 
complexities of hospital administra- 
tion and to confer fellowships upon 
executives who are rendering note- 
worthy service. 

The réle of the hospital in the pro- 
gram of social betterment is becoming 
increasingly important. The problem 
of health is a major problem of public 
welfare and hospitals are becoming 
more keenly aware of broader com- 
munity responsibilities. To that end 
the hospital is interested in providing 
medical care to all classes. Those who 
cannot or do not make provision for 
medical emergencies must not be over- 
looked. So we see a trend toward 
some plan of prepayment for hospital 
service. Several plans of group insur- 
ance to cover the costs of hospitaliza- 
tion are now in operation. This is not 
state medicine and will be an impor- 
tant aid in helping the voluntary hos- 
pital out of the economic morass that 
threatens its existence. 

Hospitals have taken notable strides 
in the field of preventive medicine and 
public health. The hospital-is becom- 
ing more than a curative agency. 
Through its out-patient department 
the services of physicians, nurses, so- 
cial workers and dietitians are pro- 
jected into the community. These ac- 
tivities are significant in education, in 
personal hygiene and disease preven- 
tion. Thus there are the cardiac clin- 
ics, the prenatal and postnatal clinics, 
the well baby clinics, the diabetic clin- 
ics and the nutrition clinics, all of 
which are making a notable contri- 
bution to public health and preventive 
medicine. 


*Neff, Robert E.: Present Trends in Hos- 
pital Administration, Bull. Am. Coll. Surg. 
20 (June) 1935. Abstracted by M. Jandon 
Schwarz, M.D. 
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Remembrance 


atin 
i ) Convalescin tient f 
g patients carry away from your 





hospital certain very definite impressions. 
One of the most lasting is the quality of 
food served. Meal times are high spots of 
] the dull day. Good food is one of your 


best builders of good will. 
Weight of Solids * 


number of Servings” M 0 i A 4 ¢ u 


quality -- Color” FINER FOODS 


-. avert >> Fill - 
dow. ool are grown, harvested, graded and packed 








| with extreme care. You will always find them 
| of uniform high quality, solid pack, giving 
FRUITS more servings per tin and assuring real 


without sugar 
Also of interest 
is a fine and var- 
ied selection of Phone (SUPerior 5000) or wire, or 


er ose" — write for representative to call. 


Red Lily Label. 


A selection of ; q 
gies Teates Institutional Department 


and _ vegetables i 
is also provided REID M RD Dept. MH-8 
under the Mon- ’ « Chicago, lll. 


arch Label. 
“Quality for 82 Years" 


economy and complete satisfaction. 

















No lifting necessary! 
The bed pan is served 
by a nurse turning the 





handle. Then too, nurses 
HOSPITAL APPLIANCES. INC. save hours .. . increas- 


ing hospital efficiency. 


There are many other advantages of this remark- 
able bed. May we send you further information? 





Manufactured by 


HOSPITAL APPLIANCES, INC. 
PITTSFIELD, MASS. 
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AMERICAN 


.. STERILIZERS 
.BEDPAN WASHERS 
.. DISINFECTORS 


.. WARMING CABINETS 


DNV TaN 
KNY-SCHEERER 


SURGICAL OPERATING TABLES 
OBSTETRICAL TABLES 
HAWLEY FRACTURE TABLES 
MARTLAND AUTOPSY TABLES 





All manufactured to the same exacting requirements 
which have made "American" sterilizers outstanding, and 
the choice of competent executives. 


AMERICAN STERILIZER COMPANY 


HOME OFFICE..... ERIE, PA. 
New York Office: Chicago Office: 
200 Fifth Avenue 1553 W. Madison Street 
Boston Office: 851 Boylston Street 
CANADA .. . Messrs. Ingram & Bell, Ltd. 
Toronto 


Montreal, Winnipeg and Calgary 




















w=? | CONSTANT 
en ool OQUALITY.. 


will save materials and time 











HEN your x-ray laboratory makes radiographs, when 

cardiograms are required in diagnosing heart disorders, 
when photographs are wanted to illustrate case records, 
pay especial attention to the recording medium and equip- 
ment. For the value of the results is influenced by the 
efficiency of the material. 


Eastman products for radiography, cardiography, aud 
photography will help maintain efficient routine. Technics 
can be standardized, time saved, materials conserved. 


EASTMAN KODAK COMPANY 


Medical Division Rochester, N. Y. 
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DARE THIS LIGHT 
GO OUT? 


N odd question ? Not at all—when you con- 
sider the many circumstances that can and 

do cause failure of the normal electric current 
supply. Almost daily, newspapers report power 
failures affecting hospitals, due to accidents, fires 
and storms. Neither you nor the utility com- 
panies despite their precautions, can avoid 
occurrences that are beyond human control. 


But you need not rely upon flashlights or other 
inadequate measures in an emergency. An Exide 
Keepalite Emergency Lighting Battery System, 
provides abundant emergency light. It operates 
automatically and instantaneously upon any 
interruption in the normal current supply. 


ExideSystems priced as lowas $150 operate for 
less than one cent a day. Why not find out more 
about this modern, dependable, permanent form 
of protection? Write for full information on 
Exide Emergency Lighting. Every year, more 
hospitals are installing Exide Systems. 


THE ELECTRIC STORAGE BATTERY CO. 
Philadelphia 
The World’s Largest Manufacturers 
—, of Storage Batteries for Every Purpose 
SVRGEONS Exide Batteries of Canada, Limited, Toronto 


Exide 
Keepalite 


EMERGENCY LIGHTING SYSTEMS 
150 
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FOOD FOR THE YOUNG CHILD. By Miriam E. Lowen- 
berg. Ames, Ia.: Collegiate Press, Inc., 1934. $1.50. 


Based on a sound scientific foundation, the material in 
this book is presented in a practical and readable form for 
the mother, teacher, nutrition worker or anyone interested 
in raising the standards for food to be fed to children. 
The book is illustrated with interesting photographs of 
children. 

The writer not only gives a large number of menus and 
recipes, but also discusses the subject of feeding in all its 
aspects. The general plan for feeding children is conser- 
vative and well rounded. No particular food is emphasized 
to the exclusion of others, and the writer recognizes the 
possibility of substituting one food for another if a food 
is definitely disliked. 

One of the practical points made is that the child’s meal 
can, and should whenever possible, be fitted into the family 
meal without a great deal of additional work for the 
mother. The author feels that few foods are unsuitable 
for children, but that the questionable foods should be 
eliminated. 

In discussing proper meal service, Miss Lowenberg 
stresses the importance of comfortable and attractive sur- 
roundings. The height of the table should be such that the 
child can easily handle his food, and his chair should allow 
his feet to rest on the floor. Mental comfort is equally 
important. Table manners should be taught in such a way 
that children will learn to appreciate neatness and attrac- 
tiveness without being made uncomfortable or unhappy. 

The writer emphasizes the importance of establishing 
good food habits early. She makes many practical sugges- 
tions, such as maintaining the right emotional state and 
avoiding emotional upsets immediately preceding meal- 
time. She also points out that the conversational demands 
necessary to good table manners, such as “please” and 
“thank you” should not be required of the small child until 
he has mastered the art of eating. In this connection it is 
a sound principle to have the child do all he can for him- 
self, but the adult should not hesitate to lend a hand when 
difficulties arise. 

The menus are attractive and complete, and the recipes 
well chosen and carefully worked out. On the whole, it is a 
book which will be valuable to all who are interested in the 
subject of child feeding. — ANNA E. BOLLER. 


DIRECTORY OF SOCIAL AGENCIES OF THE CITY 
OF NEW YORK. Published for the Welfare Council 
of New York City. New York City: Columbia Univer- 
sity Press, 1935. Pp. 512. $3. 


This, the forty-first, edition of the directory has a format 
that might well be followed by other directory editors. It 
is so arranged that one can easily find just what one wants 
and do so quickly. The 1,300 institutions are first listed 
alphabetically with names of officials in charge, then they 
are listed according to type of service with a complete 
description of the work being done by each organization. 
A typical listing includes location, admission procedures, 
type of patient accepted, size of institution, rates and other 
details of importance. It is interesting to note that to be 
listed, an agency must have been in existence a year, or 


| have other means of showing permanence, must have an 


office and a full-time person in charge. 


This is a complete and informative guide to the welfare 
and health agencies of the city. — STANLEY R. CLAGUE. 
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BECAUSE IT’S MADE WITH 


Olive Oil 


..» PALMOLIVE SOAP IS 





KIND TO TENDER SKIN 


1 CERTAINLY 
LOOK FORWARD 

TO MY DAILY 
PALMOLIVE BATH 


YES, EVERYONE ¥ 
SEEMS TO LIKE J 
PALMOLIVE 
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OU know how tender sick people’s skin often 

gets... how “‘touchy.’’ Even the extra rub- 
bing necessary with a soap that is slow to break 
into lather becomes an aggravation. 


That’s one important reason why Palmolive is 
such a favorite in hospitals. For, in addition to being 
as gentle and pure as soap can be made, it is famed 
for the speed with which it bursts into extra-gener- 
ous lather... lather that always leaves the skin 
refreshed and soothed, thanks to Palmolive’s special 
blend of olive and palm oils. 


If you were to ask your patients what soap they'd 
like to have, you'd probably find that a majority of 
them—men and women both—would say ‘‘Palmolive.”’ 
For this fine, hard-milled, freshly fragrant cake is 
by far the world’s favorite toilet soap. 


Another big point in Palmolive’s favor is its price. 
With all its better quality and greater popularity, it 
costs no more than less favored brands. In fact, you'll 
find it possible to provide Palmolive for your wards 
and staff—as well as in private rooms—without in- 
creasing your soap costs. And your nurses and in- 
ternes will be particularly grateful for it 
Why not find out how little it costs to 
provide Palmolive? Ask your Palmolive 
representative, or write direct to us for 


prices on the sizes and quantities you 
buy. There’s no obligation. 








PALMOLIVE SOAP 


A Product of Colgate-Paimolive-Peet Co. 
105 Hudson St., Jersey City, N. J. 





CHICAGO KANSAS CITY SAN FRANCISCO JEFFERSONVILLE, IND. 





The’ New Heidbrink 


KINET-O-METER 














The ULTRA-ECONOMICAL 
Absorber Equipped Gas Apparatus 


Revolutionizes and simplifies gas anesthesia adminis- 
tration. 


Produces better anesthesia at greatly reduced cost. 
One tank of gas now goes as far as four or five tanks 
did using old methods. 


The patient’s condition is better during operation and 
post-operatively. 


Operation is easy. A simple dry-float kinetic type 
flowmeter controls, measures, registers and delivers 
each gas independently and accurately for all types of 
cases. 


Valuable exclusive features aid the anesthetist. 


Built for 3, 4 or 5 Gases 
Including Cyclopropane 


FREE ILLUSTRATED CATALOGUE SENT ON REQUEST 


The HEIDBRINK CO. 


2633 Fourth Avenue South 
MINNEAPOLIS, MINN. 














The SPENCER No. 33 
Medical Microscope 


Affording an optical system of exacting precision—and a per- 
fection of mechanical adjustments that assures their smooth 
positive operation—the Spencer Medical Microscope No. 33 
has nine distinct advantages for medical work. Write for Folder 
M-71 for complete description and prices of the Spencer Med- 
ical Microscopes. Address Dept. K-8. 











BUFFALO NEW YORK. 
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to prepare 


Hot 


Compresses 


Makeshift arrangements 
have no place in the 
modern hospital. 


The IDEAL Electric 
Stupe Kettle 


does away with pans heating 
on hot plates set on stools. 
Provides sanitary, efficient 
method of quickly pre paring 
hot compresses at patient’s 
bedside. Plugs in to any elec- 
tric outlet. Holds 6 average 

size stupes. Heat vaporizes 
water in compartment... 
Moistens and heats 
stupes in separate, per- 
forated chamber. Keeps 
ample supply ready for in- 
stant use. Recommended 
for safety feature alone. ieee 
Mail coupon for full details. 

















Made by the makers of IDEAL Food Conveyor Systems 


7 l ¢ See 
Costs less | THe SwartzBauGu Merc. Co., ToLtepo, Ono 

than le | with Special Introductory Price. 
an hour | Name....... 


to operate | ae 
I ha erect aie cca ipa Kis kas wicca e SAT éve os vers Reteece ais ome 
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Please send full information on Ideal Stupe Kettle 








NOTES for BUYERS 





Upholstery in Best Bib and Tucker 


Gentlemen prefer inviting, upholstered chairs, we believe, 
But such preferences are in time hard on chair coverings 
and when the latter seem suddenly frayed and shabby the 
housekeeper looks about for a new upholstery material, 
“Rocoteen Leatherwove” is one of the latest additions to 
the fabric family. L. C. Chase & Company, Inc., 295 Fifth 
Avenue, New York City, states that this is very appro- 
priate for hospital use and they offer a sample book for 
consideration. One contemplates shining swatches of blue, 
brown, yellow, gold, gray or green, and notes that this 
fabric, although used for interior decorative and uphol- 
stery purposes, is also adaptable for outside work. Fast in 
color, it may be supplied in any shade required, we learn, 
and it is waterproof and rugged as to quality. 


A Wall Covering With Modernizing Accent 


A development in decorative materials for new and old 
walls is Sealex wall covering, presented by Congoleum- 
Nairn, Inc., Kearny, N. J. Why not transform unpromising 
old rooms, it is suggested, with this product? It is al- 
most identical with Sealex linoleum but there are certain 
modifications in its construction and design. 

Adaptable to both new and old work, it is promptly 
installed without fuss or muss. Other statements by the 
manufacturer are: the initial cost is moderate and since 
colors do not wash off, refinishing bills are eliminated; the 
covering does not crack, nor is it easily scratched or 
scarred; it is washable and the linoxyn content acts as a 
germ killing agent. 

As to patterns, one chooses conservatively or radically. 
He favors a plain buff or a cheerful primrose yellow, or 
he considers a mural landscape, apparently cut out and 
pieced together like a jig-saw puzzle. And in the hospital 
nursery, small patients may gaze at hand-cut insets of 
bears, lions, elephants and monkeys. Colors, it is pointed 
out, are inlaid through the composition. 


Six Points to Check on a New 


Electric Breast Pump 

Why wait until your ship comes in, infers a folder from 
The Burrows Company, 325 West Huron Street, Chicago, 
before making a needed purchase for the maternity de- 
partment? This electric breast pump has six important 
features, it is stated, and one of the six is a low price. 
“Feather-weight” is a second point. Since the pump 
weighs but 18 pounds it may readily be carried from room 
to room by the hospital attendant. “Foolproof” is a third 
consideration. There is no intricate mechanism to get out 
of order, we are told, and no moving parts are visible to 
necessitate adjustment. Safety in action, with no danger 
to the patient is given as point number four, and point five 
is the fact that this machine is easily washed. After the 
bottle is removed the pump is flushed with warm water by 
connecting the tube with the faucet. 

A final statement is that the pump is practically noise- 
less — only a negligible purr is audible while it is in use 
— therefore, concludes the description, there are no dis- 
tracting noises or moving parts to cause nervousness on 
the part of the patient. 
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For Your Greater Convenience 


A- T ' I announces a 
NEW CONTAINER 





- alert to refinements increasing the efficiency and 


convenience of Aseptic-Thermo Indicators, we have 
now made available without cost duraluminum con- 
tainers for use with A.T.I. 

These containers—with strong silk cord attached— 
are made to securely hold the Indicator in place, no 
matter where it may be placed in a pack. There is no 
loss of time in finding the Indicator within a bundle— 
simply pull the cord and the Indicator is ready for 
immediate inspection! 

There is no danger of losing Indicators within a bun- 
dle. And because the container is ejected from the 
pack by means of the silk cord, there is no necessity for 
coming in contact with the bundle with resultant possi- 
bility of contamination. 

These Indicator containers are free to users of A.T.I. 
Without cost they will be supplied to you in ample 
quantities for use in each of your bundles. Simply tell 
your jobber the number you require—or write us in 


the event that his supply is exhausted. 


ASEPTIC-THERMO INDICATOR COMPANY 
A. G. Bartlett Bldg., Los Angeles, Calif. 
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The Government does not 

license nor supervise the ff 
production of detrose and 
other solutions for mass in- 
travenous injection ..... 








baad: vf , Washingt Ww 
Sts 4) ft lity Medtl %e an7es, tasosaton 









, taetromane 3 Merely authereyed wnirr the forevimus tf” fu att 
Of COPIA WIN Sarin and anualegos piv wtih on the TS ‘tard iff Vb mln 
We tity tw seed arbiter and fer hr fy bee, to couguige tat Moe mrnnfiacdilr 
WH 1 MH TEPID serune ten and analy friars wun spufpul 
WM. In wihiry t. basistenl Sarhiry of the Fn, and of 4 why 
é efrrfiel and, frutith herve hee pittlnw ubipendtol cri hid 
= gealren mented ad andl myaliti re tu nner. a . 








but « «=the habit of thirty- 
eight years of meticulous pro- 
duction to meet exacting tests 
carries over in the production and 
testing of dextrose solutions in 


SAFTIFLASKS 


At Cutter Laboratories the equipment and trained 
technicians required for the production of a full 
line of biologicals makes possible the control of 
each step in the production and testing of these 
solutions by experts highly skilled in their partic- 
ular fields of chemistry or bacteriology. 


CUTTER Loner. 


Established 1897 BERKELEY, CALIFORNIA 
or 176 West Adams Street, Chicago 


PRODUCERS OF VACCINES, ANTITOXINS AND OTHER ALLIED 
SPECIALTIES FOR THE MEDICAL PROFESSION SINCE 1897 


EXCLUSIVE DISTRIBUTORS 
The Burrows Company, Cleveland and Chicago 
Powers and Anderson, Norfolk and Richmond 
Jones Apothecary, Louisville, Ky. Surgical Selling Co., Atlanta, Ga. 
Donley-Stahl Co., Lincoln, Nebraska 
The Hospital Import Company, Newark and Jersey City 
The Hospital Import Corporation, New York 
Surgeons and Physicians Supply Co., Boston 
Peacock Surgical Co., Shreveport, La. 
Physicians and Hospitals Supply Co., Inc., Minneapolis, Minn. 
Nashville Surgical Supply Co., Nashville, Tenn. 
Terrell Supply Company, Ft. Worth, Texas 
Physicians and Surgeons Supply Co., Spokane, Wash. 
Southwestern Surgical Supply Co., Phoenix, Ariz. 
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ANNOUNCING!! 
AN ENGINEERING 
ACHIEVEMENT THAT 
HAS REDUCED THE PRICE 


of JARVIS & JARVIS CASTERS! 


It was accomplished by standardizing a single 
caster base to be produced efficiently in vol- 
ume, and then adapting a series of applicators 
that could be fitted into the caster in produc- 
tion, thereby greatly reducing the cost without 
sacrificing the quality that the name Jarvis & 
Jarvis represents. 





No. 2239-PON 












No. 2239-PON. An adap 
tion of the famous J&J 
Super Caster. Expanding 
rubber applicator com- 
pletely overcomes the drop- 
ping-out bother. A 500-Ib. 
direct pull will not move it. 






No. 2228-PON 


No. 2228-PON. Especially 
designed for equipment 
heavily stressed, this caster 
has a pressed steel applica- 
tor which provides two-way 
(bottom and side) support. 
Used widely for linen ham- 


No. 2233-PON pers, 





No. 2171-PON 







No. 2233-PON. This J&J 
Caster is used widely 
for tables and hospital 
furniture. Its live rub- 
ber cushion eliminates 
vibration and gquaran- 
tees noiseless operation. 






No. 217I-PON. Many 
types of furniture are 
given free rolling ac- 
tion by means of this 
caster, with its square 
plate which gives it a 
wi - 
No. 2232-PON. Especially — 
adapted for hospital furni- : 
ture and therapy lamps. It 
has a brass spring retaining 
ring, and. is designed for 
metal furniture. 






No. 2247-PON 





TRY THESE CASTERS 
ON APPROVAL 
Test these new J&J Cas- 


ters on your own equip- 
ment. You'll see for 


No. 2247-PON. 
This caster has 
a great variety 
of applications, 
over-bed 
tables, and hospital 
screens. It is de- 
signed for metal 
equipment. It never 
fails to give com- 
plete satisfaction. 


JARVIS & JARVIS, Inc. 


Manufacturers of Superior Hospital Casters and Trucks 
Palmer, Massachusetts 
SALES REPRESENTATIVES IN ALL PRINCIPAL CITIES 
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yourself how really fine such as 
they are. Simply specify 
the size desired, and a 
set will be sent. No 
obligations. 














Antiquity Contrasts With Modernity 


in Surgical Blades 

He who is interested in the evolution of surgical knives 
dating back, say, to 4000 B.c., may profitably scan a new 
folder offered by Bard-Parker Company, Inc., Danbury, 
Conn. 

By courtesy of the Field Museum and of Vincenz Mueller, 
Chicago, pictures appear of knives of the types unearthed 
in Egypt and the ruins of Pompeii (4000 B.C.) ; a surgical] 
bistoury with folding blade accredited to Ambroise Paré, 
famed French surgeon of the early sixteenth century; 
instruments typical of those used by the noted German 
surgeon, Fabricius Hildanus (1600 A.D.) ; amputating 
knives used by Augustus Primus, chief military surgeon to 
the Austrian Emperor (1800 A.D.) ; surgical scalpels, the 
one-piece knife of 1900, and finally, more modern types 
leading to the surgical knife of 1935 as developed by the 
Bard-Parker Company. 

Looking for brand-newness, we encounter the “Rib- 
Back,” a reenforced detachable blade perfected after three 
years’ research in the company’s laboratories. The reen- 
forcing piece is now an integral part of the blade. It cannot 
come off, we are told, there are no crevices or cracks to 
endanger sterilization and increased rigidity and strength 
are features, as well as greater glove protection. 


Cold Drinking Water for Warm 


Summer Weather 

With those new water coolers of General Electric Com- 
pany, Cleveland, a touch of the toe literally makes the 
water flow. By introducing the foot pedal control feature, 
the manufacturer announces that it obsoletes the push 
button and the hand valve, and removes the chance for 
spread of contamination from soiled to clean hands. Fur- 
ther, the device saves time when both hands are full and 
minutes are precious. 

The faucet, as is implied, is operated by a foot pedal 
at the lower left corner of the cooler cabinet. On the bottle 
type cooler the pedal permits the user to have one hand 
free while using the other to hold the cup. In drinking 
from the pressure coolers, hand operation is eliminated 
entirely. A contaminationproof spigot features the bottle 
cooler, a guard protects the faucet, shielding it from dust, 
and all coolers have splashproof bubbler drain or drain 
basin. 


Trade Catalogues and Pamphlets 


Six Million Pounds of Surgical Cloth—With shuttles 
roaring back and forth, 1,100 machines at the Johnson 
& Johnson mills in Georgia are reported to achieve this 
figure in annual production of cloth for surgical and gen- 
eral medical use. Paging through the “Hospital Service 
Book” just issued by this New Brunswick, N. J., company, 
we find certain details of which we quote in part: “You 
have heard it suggested that men should abandon ma- 
chines and go back to the hand loom and other hand tools. 
Some still work with the hand loom in Georgia and mil- 
lions work with it in Asia. At the Johnson & Johnson 
mills, you stand in a room containing 1,100 machines. Six 
hundred people work in that mill. If the work they do in 
a year were done by hand labor, it would require 600,000 
men, twice the population of Atlanta.” But what are some 
of the finished products? Standard ready dressings, ab- 
sorbent cotton products, adhesive plaster items, orthopedic 
specialties, operating room supplies, nursery items, linens 
and pharmacy supplies—these are a partial answer. A full 
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The 
Social Embassy 





Two Continents 










@ When you visit New York 
make The Ambassador your 
home. Here you will find 
superb surroundings, a loca- 
tion that is central, person- 
alized service and unexcelled 


cuisine. 





Rates $5 up 


AMBASSADOR 


Theo. Kroell, General Manager 
PARK AVENUE © 5lst to 52nd Streets ~ NEW YORK 





LET THE MAYFAIR 






THE 


When the Convention meets the week 





of September 30th, be sure to enjoy 
the hospitality of Hotel Mayfair—St. 
May- 


fair rooms are cool and spacious— 


Louis’ finest downtown hotel. 


each with connecting bath and 
shower. 

And Mayfair cuisine is a rare treat! 
Three famous dining rooms'to match 


© GARAGE 


EIGHTH AND 


Vol. 45, No. 2, August, 1935 








BE 
AMERICAN HOSPITAL ASSOCIATION CONVENTION 
WEEK OF SEPTEMBER 30th. 





THREE AIR-CON- RATES FROM $2.50 
DITIONED DINING PER DAY 
ROOMS - aufair 


CHARLES 


PROTECT 
YOUR 
WATER 
SUPPLY 


WITH 
SLOAN VACUUM BREAKERS 


The SLOAN Vacuum Breaker has a full 1- 
inch opening from the atmosphere into the 
supply connection to the fixture, which ab- 
solutely prevents a vacuum of any degree 
from causing back-syphonage. 

The SLOAN Vacuum Breaker is easily ap- 
plied to old installations as well as new and 
is guaranteed to prevent back-syphonage 
with any make of flush valve when properly 
installed above the spill line of the fixture. 


Send for your copy of our new catalog 


SLOAN VALVE CoO. 


4300 WEST LAKE STREET, CHICAGO, ILLINOIS 











YOUR HOST AT THE 














your every eating mood: The Mayfair 
Room, The Hofbrau, and The Coffee 
Shop. 







Hotel Mayfair is centrally located 






with downtown St. Louis at your 






doorstep—just around the corner 






from your headquarters’ hotel. Insure 






accommodations by making reserva- 






tions in advance. Write or wire today. 





SERVICE ° “ 
STREETS gu 


131 





CABINET ANESTHESIA UNITS 


Are a distinguished improvement 


— 


Metric 
Anesthesia 
Table 
{Montreal 
Model} 


The preferred apparatus for Modern Gas Anesthesia because 
it is the most complete and practical outfit, the use of 
which insures better service to patient, anesthetist and surgeon. 


CABINET OUTFITS are the exclusive specialty of 


THE FOREGGER COMPANY, Inc. 


47 WEST 42nd STREET, NEW YORK, N. Y. 








Hospital Attendants prefer this 
New and Better Breast Pump 


the SU 


ELECTRIC BREAST PUMP 


@ FEATHER-WEIGHT—only 18 Ibs. FOOL PROOF—no intricate mech- 
anism to get out of order. No moving parts visible to necessitate adjust- 
ment. PRACTICALLY NOISELESS—only a negligible purr is audible 
while in use. 

@ SAFE IN ACTION—no danger whatever to the patient. Enough vacuum 


THE BURROWS COMPANY 


action is gentle enough so as not to harm the most tender breasts. 
Write us for complete information on this or any other 
CHICAGO, ILLINOIS 


EASILY WASHED by Aushing out at the drain board. 
HOSPITAL 
Superior 
eo, hospital equipment in which you are interested. 








page, with descriptive paragraph and portrait reproduc. 
tion, honors Florence Nightingale. 


Alcohol, a Servant-of-All-Work—How alcohol is a valued 7 
ally in the hospital is outlined in a new booklet by Commer- 
cial Solvents Corp., Terre Haute, Ind. No other servant in 7 


the assemblage of chemicals is put to so many uses at so @ 


low a “wage” or cost. A recent survey, it is pointed out, 7 


indicates that general hospitals require and use alcohol at 7 


the rate of 2.58 gallons per bed per year, emphasizing how 


indispensable this chemical is in the care of hospital pa- 


tients. An analysis of the uses, as outlined, includes 
alcohol as a medication, an antiseptic, a local anesthetic 
and an important item in the pharmacy and laboratory, 
This informative book is for free distribution to hospital 
managers, superintendents, directors of nurses’ training 
courses and others who are interested and is available to 
them on request. 


Washing One’s Troubles Away by Hydro-Massage—The 
Titus portable whirlpool bath, Model WB-108, is three 
times pictured for you in a folder recently received from 
the Ille Electric Corporation, 386 Fourth Avenue, New 
York City. This combination arm and leg bath is shown 
in three ways—as it treats an arm or hand case, a leg 
injury and the limb of a patient confined to his bed. The 
whirlpool and hydro-massage effects are produced by a 
motor driven turbine which can be raised or lowered in 
the tank to treat all parts of the arm or leg by applying 
a powerful underwater jet directly to the injured area. 
This bath, it is pointed out, is always ready for imme- 
diate use, it is inexpensive to operate, and is easily trans- 
portable from one room to another or to the bedside. 
Accompanying the folder we received are pictures of Model 
WB-106, showing the tank of this bath in lowered and in 
elevated positions. 


Hospital Equipment and Supplies From “A to Z” — Name 
any item of hospital equipment or supply you can think 
of — and you will almost surely find it in the new catalogue 
published by Sharp and Smith, Inc., 65 East Lake Street, 
Chicago. Its 170 illustrated pages present the myriad num- 
ber of supplies which this company, with more than seventy- 
five years’ experience in the hospital supply, equipment and 
surgical field, feels are most in demand. 


They’re Making Us Toast Conscious — Making uniformly 
perfect toast, we are informed, is no small accomplishment, 
simple as it may seem to the uninitiated. The secret of this 
art is exposed by the Waters-Genter Company, 213 North 
Second Street, Minneapolis, in an attractive yellow and 
brown booklet titled “How to Make and Serve Perfect 
Toast,” which has just come to us. Waters-Genter engineers 
have contributed to making the country toast-conscious by 
perfecting the Toastmaster with the flexible clock. 


Save the Heat and You Save All — The best cooked food 
will fail to please if left to sit around and freeze. Such is 
the opinion of The Colson Company, Elyria, Ohio, and their 
electrically heated food conveyors are designed to prevent 
such distressing occurrences. Their recent catalogue on 
food service equipment points out the therapeutic value of 
food served to the patient “with its kitchen-fresh allure and 
appetizing temperature” preserved intact. 


Glimpsing the Making of Cheese — America is a nation 
of cheese lovers —to the extent of $100,000,000 a year. 
Kraft-Phenix Cheese Corporation, 400 North Rush Street, 
Chicago, announces this fact in the introduction of a hand- 
some and liberally illustrated booklet they have just issued, 
entitled “The House of Kraft.” This book pictures the 
process of cheese making in all stages from pasture to 
package. 
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